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ABSTRACT OF THE DISSERTATION
Illness As A Relational Process: Qualitative Analysis
of Couples Therapy With Liver Patients
by
Elizabeth Ashley Patrick
Doctor of Philosophy, Graduate Program in Marital and Family Therapy
Loma Linda University, June 2014
Dr. Carmen Knudson-Martin, Chairperson

The medical model traditionally emphasizes individual biological disease and is
often unable to attend to the many ways illness impacts families and couples. Due to the
focus on the biological process of disease, couples often struggle with the relational
experience of illness. Quantitative research has provided ample evidence that couples
coping with chronic illness from a relational orientation experience more positive
outcomes than couples that cope individually. In this study, 25 therapy videos were
analyzed with particular attention to how couples with liver disease work in therapy to
shift to a relational illness orientation.
Analyzed through a feminist lens, the results identify barriers to reciprocal
caregiving: (a) autonomy discourse, (b) illness-related power, and (c) gendered power.
Specific interventions that therapists employed to counterbalance the barriers were also
identified: (a) emphasizing shared and relational processes, (b) counterbalancing the
illness-related power, and (c) intervening in the taken-for-granted gendered power
processes through therapist leadership. These main counterbalancing practices are
further deconstructed into a number of in-the-moment actions that therapist utilize. For
example, under the first category of emphasizing shared and relational processes,

xii

therapist introduce relational engagement as an alternative possibility, set relational goals,
and emphasize the shared process of liver disease. Implications suggest that training,
supervision, and practice need to address the importance of employing techniques that
recognize and counterbalance (a) the influence of Western cultural values of autonomy,
(b) illness-related power that organizes the couple system, and (c) the impact of gendered
power on couples processes.
Keywords: Couple therapy, relational coping, gendered power, chronic illness,
clinical process research, Medical family therapy
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CHAPTER ONE
INTRODUCTION

In 2013, 133 million Americans reported a chronic illness (Council, 2013),
making up about 45% of the total US population. As chronic illnesses and life spans
increase, health care has become the responsibility of family members (Caregiving,
2009). Similarly, when chronic illness enters a couple system, caregiving and care
receiving become primary ways couples relate with one another (Kayser, Watson, &
Andrade, 2007).
Couples in which one member is experiencing a chronic illness often encounter
significant stressors that call for a reorganization of relational processes. One such
process may be relational coping, or the focus on the shared experiences of illness. This
relational process is associated with positive health outcomes for patients and intimate
partners coping with a variety of illnesses (Badr, Carmack, Kashy, Cristofanilli, &
Revenson, 2010; Fergus, 2011; Kayser et al., 2007; Naaman, Radwan, & Johnson, 2009;
Scott, Halford, & Ward, 2004). Helping couples and families reach this shared
orientation may be an important clinical goal within a medical family therapy context.
However, the clinical processes involved as patients and intimate partners shift from an
individual (“my”) to a relational (“our”) illness orientation have not been identified.
In the proposed study, I will use a medical family therapy framework (McDaniel,
Hepworth, & Doherty, 1992) and a gender and power lens (Knudson-Martin &
Huenergardt, 2010; Mahoney & Knudson-Martin, 2009a, 2009b) to work with and
interpret therapeutic interactions with patients diagnosed with chronic liver or kidney
disease and their intimate partners. This will be accomplished by developing a grounded
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theory using transcriptions from clinical cases with patients and their intimate partners at
the Loma Linda Transplantation Clinic. Information from this study will provide a
theoretical process of how therapists and clients work together moment-by-moment to
shift from a “my” to an “our” illness orientation with the consideration of how gendered
power influences the couples process.

Background
Medical family therapy (MedFT) is a relatively new field of practice and study.
The MedFT framework offers suggestions for overall practice in working with patients
and family members (e.g., McDaniel, et al., 1992) but research is limited regarding the
application of specific clinical processes for working with couples to form a relational
approach to illness. This section will review (a) a brief history of MedFT, (b) an
introduction to relational coping, (c) how the context of liver and kidney disease shapes
patient experience, and (d) the necessity of care and context of caregiving.

History of Medical Family Therapy
Healthcare culture traditionally operated as a “fragmented system” (Tyndall,
Hodgson, Lamson, White, & Knight, 2012, p. 156) where the separation of mind, body
and relationships occurred due to the separation of biological and mental health sciences.
The healthcare field actively promoted individual, patient-centered care, resulting in
segregation from family and community care. Similarly, the field of psychotherapy has
encouraged the mind-body split through providing psychosocial treatment that didn’t

2

consider biomedical implications, essentially asking clients to leave their bodies at the
door of the therapy office (Doherty, McDaniel, & Hepworth, 1994; Jacobs, 2012).
The field of MedFT was inspired by a call for a more holistic approach to
medicine (Engel, 1977). Engel (1977) encouraged healthcare providers to consider the
interrelationship of biological, social and psychological systems. His ideas were
embedded in a systemic understanding of health and encouraged an intentional
consideration of contextual elements in the treatment of physical health and illness.
Engel’s (1977) publication was influential in shaping collaboration between medical and
mental health professionals. Family therapists began to find themselves in contexts in
which they were continually coming face to face with the intersection of illness and
psychosocial health (Doherty et al., 1994; McDaniel et al., 1992; Rolland, 1987b, 1994).
Additionally, professionals focused on MedFT began producing literature offering a
framework for collaboration with medical professionals and the medical systems (e.g.,
Doherty et al., 1994; McDaniel et al., 1992). Eventually, MedFT developed as an
interdisciplinary framework for treating patients with medical conditions from a
biological, psychological, social (BPS) framework informed by systems theory.
As chronic illness has increased, the intersection of mental and physical health
needs have become more pronounced. Couple and family therapists recognized that
clients were often suffering from illness themselves, or in relationship with someone who
was experiencing disease. As a result, movements to integrate treatment of both mental
and physical health symptoms were initiated, and systemically trained mental health
professionals began to apply these principles to patients with physical symptoms
(Doherty et al., 1994; McDaniel et al., 1992). Research on the relationship between
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families and health reveals that the quality of family relationships impacts family member
health and vice versa (Campbell, 2003; Campbell & Patterson, 1995; Martire, Schulz,
Helgeson, Small, & Saghafi, 2010; Proulx & Snyder, 2009). This lead the couple and
family therapy field to move closer towards its historical roots (Minuchin et al., 1975) by
reclaiming the position that systemic processes include biological components as well as
psychological and social systems.
Family therapy, which is where MedFT originated, is founded on systemic theory
and focused on a contextual understanding of patients and families. The systems
approach advocated by McDaniel and her colleagues (1992) is not simply adding a
family therapy component to traditional health care, but is instead providing a new way
to understand the relationships among all parties involved in treatment (Baird & Doherty,
1990). The two distinct goals of MedFT are agency and communion. Agency refers to
the patient’s involvement in treatment and their ability to make decisions related to their
care, and communion represents the strengthening of relationships and establishing a
sense of connection (McDaniel, Harkness, & Epstein, 2001; McDaniel et al., 1992).
The foundations of MedFT are close collaboration among health professionals,
acknowledgement that there is an identified patient and working with the illness as part of
the system (Doherty et al., 1994; McDaniel et al., 1992). Family therapy techniques and
interventions in MedFT are focused not only on the family and social context, but also
the physical functioning of patients and patient families (Linville, Hertlein, & Prouty
Lyness, 2007). In general, the training that couple and family therapists receive in
systemic and relational processes makes them ideal team members in collaborative health
settings because they are uniquely equipped to carry out the goals of MedFT (Fox,
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Hodgson, & Lamson, 2012; Linville et al., 2007). The practice of MedFT often spans
healthcare professionals from psychiatrists, psychologists, social workers, and marriage
and family therapists, to family practitioners, and is practiced in various contexts like
family medicine and inpatient care, all of which may impact the implementation of
MedFT in unique ways (Edwards & Patterson, 2003).

Relational Coping
Rolland’s (1994) conceptualization of illness as “our” versus “my” has influenced
the progression of health, illness, and coping research and literature over the last 20
years. Rolland posited that illness impacts the entire family system even when the family
or patient positions themselves in a “my” or “your” (individual) illness stance. For
example, when a family member is diagnosed with an illness, members of the family may
become closer or more connected, or if inflexible roles and processes exist, families may
disintegrate during or after the illness enters the family system (Rolland, 1994).
Understanding illness in the context of family and relational processes has been
given a number of names. Rolland described shifting from a “my” to an “our” illness
identity. Similarly, “communal coping” (Lyons, Mickelson, Sullivan, & Coyne, 1997),
“dyadic coping” (Bodenmann, 2005), “coping congruence” (Revenson, 1994), and “We”
talk (Rohrbaugh, Shoham, Muramoto, Cate, & Leischow, 2001) have been used in the
literature to describe relational orientations of coping with chronic illness. Despite the
differences in language, each description incorporates the idea of coping as a relational or
shared process rather than coping as individuals, meaning two people mutually
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experience and share the burden of stress that arises from the illness and commit to work
together to deal with the responsibility of the illness.
The definition of relational coping that best suits our study is from Lyons and
colleagues (1998). They define three specific aspects of what they call communal
coping. First, at least one person in the couple unit must believe that joining together to
deal with the illness is beneficial, necessary and/or expected. Second, open
communication about the illness is foundational in order to talk about the illness and the
meaning it holds for them as a couple and as individuals. The final aspect of communal
coping as defined by Lyons and colleagues is “cooperative action” (p. 584). Cooperative
action is the process of collaborating with one another to create a plan of action for
minimizing the negative aspects of the illness and also establishing shared understanding
of how each will adapt to the illness to function in necessary and optimal ways.

Organ Transplant Patients
This proposed study includes clinical work with patients who experience liver
disease (LD) and end-stage renal disease (ESRD) and who are currently or in process to
become eligible for organ transplantation. As of March 2013 about 16,441 candidates
were awaiting liver organ transplants and 102,186 candidates were awaiting kidney organ
transplants in the United States (US Department of Health & Human Services, 2013).
Individuals with liver and kidney disease have a multidisciplinary medical care team
which includes primary care physicians, hepatologists, gastroenterologists, transplant
surgeons, nurses, transplant care coordinator, nutritionist, social workers, and caregivers
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(Brown, Sorrell, McClaren, & Creswell, 2006; Zilberfein, Hutson, Snyder, & Epstein,
2001).
LD and ESRD patients’ lifestyles shift dramatically, the disease often times
becomes central due to the constant medical appointments, medical tests, and treatments.
Other shifts include loss of work, change in family roles, decreased energy, and
increasing pain and discomfort. Patients lose independence due to the illness and
caregivers become required partners in the transplant process (Bolden & Wicks, 2010;
Ekwall, Sivberg, & Hallberg, 2004). Instrumental caregiving roles (Cohen & Syme,
1985) for these patients include things like nutrition compliance, food preparation,
scheduling, driving to and attending multiple appointments per week, and medication
assistance/management.
In addition to losing independence, patients face an uncertain future and the
possibility of premature death, resulting from a number of biopsychosocial challenges,
such as organ allocation processes (Morton, Tong, Howard, Snelling, & Webster, 2010).
Both patients and caregivers report experiencing depression, anxiety and relational
difficulties in response to the possibility of organ failure and waiting for transplantation
(Harper, Wager, & Chacko, 2010; Morton et al., 2010).
LD patients experience severe illness symptoms, including significant fluid
retention and bloating known as ascites, along with mental impairment caused by toxins
crossing the blood-brain barrier, known as hepatic encephalopathy (Brown et al., 2006).
Encephalopathy impacts the patient’s quality of life due to increased irritability,
confusion, delirium, and inability to make decisions based on mental fogginess
(Montagnese et al., 2012; Rosenberg, Renvillard & Hjerrild, 2013). Encephalopathic
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symptoms are often referred to as mirroring dementia (Bajai et al., 2011). As patients
experience the effects of encephalopathy, the caregiving partners report increased
psychological, physical, social, and emotional burdens including time spent caring for
patients (Habib, Bond, & Heuman, 2001; Montagnese et al., 2012) and has major
implications on the couple relationship (Bajai et al., 2011; Rosenberg, Renvillard &
Hjerrild, 2013).
Illness etiology has potential implications on the caregiving relationship. Consider
the following; one partner with a diagnosis of alcohol cirrhosis of the liver misused
alcohol for much of his marriage while his wife constantly encouraged sobriety.
Compare this to a patient that experienced complications giving birth and received a
contaminated blood transfusion containing the Hepatitis C virus leading to liver disease.
These etiological circumstances organize the ways couples initiate their caregiving
relationship (Rolland, 1994) and have implications for the ways they cope with LD and
ESRD.

Caregiving
Traditionally defined, caregiving is a one-way process where a well partner takes
care of an ill partner’s health-related needs. In this proposed study, caregiving is defined
as a mutual process of giving and receiving care. This does not minimize the role of
instrumental care but provides a context to expand the definition of care to a mutual
process. For example, a caregiving partner may be insisting that the patient comply with
the medication regimen while the patient is dismissing the caregiver’s knowledge and not
taking medication appropriately. Instead of placing blame on either partner, relational
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caregiving holds each responsible to explore their engagement in the process of giving
and receiving care that promotes health and well-being.
Couples in caregiving relationships benefit from a focus on relational caregiving
and receiving because it extends the traditional ideas of instrumental caregiving into a
mutually caring relationship. This involves supporting couples’ development of shared
relational responsibility, mutual vulnerability, influence, and attunement (KnudsonMartin & Huenergardt, 2010) while coping with liver and kidney disease. Although
illness may incapacitate one partner from sharing instrumental tasks, a gender perspective
raises awareness that each member is still responsible for maintaining mutual relational
processes.

Objective
The overall aim of this grounded theory is to explain how patients and their
intimate partners make shifts within a therapeutic context from a “my” (individual)
orientation to an “our” (relational) orientation towards illness with a particular emphasis
on the influence of gender and power processes inherent in couple relationships.
Research from this study is expected to produce one publishable paper that will explain
the process of how organ transplant patients shift from a “my” illness orientation to an
“our” illness orientation through a grounded theory method. The publishable paper will
include a theoretical model for family systems-oriented mental health therapist’s work
with patients and families encountering illnesses.
Overall Research Question: How do therapists work with patients and intimate partners to
shift from a “my” (individual) to an “our” (relational) illness orientation?
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Sub Question 1: How are issues of gender and power part of this clinical process?
Sub Questions 2: What occurs in the therapeutic moment-by-moment process that
contributes to the partners shifting into an “our” illness orientation?

Rationale
There is research evidence that a relational orientation towards illness leads to
positive health experiences (Kayser et al., 2007; Rohrbaugh, Shoham, Skoyen, Jensen, &
Mehl, 2012; Shields, Finley, Chawla, & Meadors, 2012). There is also evidence that
couples encounter challenges when they do not have a relational orientation towards
illness. For example, negative health behaviors ensue (Badr et al., 2010; Rohrbaugh,
Shoham et al., 2012) and mental and relational health prognosis is lowered (KnudsonMartin, 2009; Martire et al., 2010; Scott et al., 2004).
While research has provided evidence that reveals the biopsychosocial benefits of
relational oriented approaches to illness, there is currently no literature that demonstrates
what process the couple and therapist go through to arrive at or maintain this type of
approach to health and illness. The proposed study attends to this gap in literature by
looking at how couple and family therapists can assist couples to transform into a
relational approach towards health and illness. The results of this process research will
provide guidelines for clinical practice with couples where at least one partner is
chronically ill.
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CHAPTER TWO
ILLNESS AND CAREGIVING THROUGH A FEMINIST
MEDICAL FAMILY THERAPY LENS
“Moments of intimacy—that is moments of shared understanding of each other’s
experience—are the goal, not sharing the same experience at the same time…”
(Weingarten, 2013, p. 98)

Patients suffering from physical symptoms of disease or chronic illness are often
the primary treatment focus in medical contexts. According to the traditional medical
model, physicians identify the biological problem and provide intervention and treatment
to cure or contain the symptoms. Therefore, focus is on the individual body. In response
to a purely biological focus, medical family therapists collaborate with healthcare
providers in order to expand treatment into a biopsychosocial (McDaniel, Hepworth, &
Doherty, 1992) approach. Research has shown that when couples with illness learn to
adjust to new roles and create a new identity, they are better able to accept the new
responsibilities, respond to their partner’s basic needs, exchange a sense of mutual
satisfaction, and then separate into their individual identity (Warren, 1992). Research on
various chronic illnesses suggests that couple interventions can improve the quality of the
relationship and provide ways for individual and couple coping (Dankoski & Pais, 2007).
Among many other considerations, MedFT seeks to contextualize the illness to
include social, cultural, and family constructions of health, illness, caregiving, care
receiving, and gendered experiences (McDaniel et al., 1992; Rolland, 1994). Illness is
conceptualized within the family system and the system of care rather than resting within
the individual patient (McDaniel et al., 1992; Rolland, 1994). The purpose of this section
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is to situate the clinical process of contextualizing and expanding the illness experience to
include the couple process within a feminist – medical family therapy perspective.

Family Systems & Illness
Family systems theory is foundational in the development of MedFT. The focus
on the circular or relational processes shapes the collaborative and “we” orientation in
MedFT’s role with patient families and patient/provider relationships (McDaniel et al.,
1992). From this perspective, every individual is innately relational. Individuals are not
seen as separate from the social and familial world they are embedded in (Gergen, 2009).
The relational context is used to understand behavior and language (Silverstein, Buxbaum
Bass, Tuttle, Knudson-Martin, & Huenergardt, 2009). Family systems theorists believe
that a change in one member of the system automatically affects all other members of the
family system (Bateson, 1972; Minuchin, 1974).
Focusing on illness and the family as the unit of care (Rolland, 1994) expands the
biological components of chronic disease and focuses on the experience of illness within
the family system. Illness does not enter a static relational environment; instead it comes
into families in their current context. The context includes the family patterns, age and
subsequent life stage, and family belief system (Rolland, 1987a, 1994). The psychosocial
typology of illness is a model developed by Rolland (1987b) that defines the family
systems process of illness. The model includes the onset (acute vs. gradual), course
(progressive, constant or relapsing), outcome or prognosis (nonfatal, shortened life span,
sudden death or fatal) and the degree of incapacitation (Rolland, 1987b) brought on by
the illness. For example, patients with liver disease from Hepatitis C due to a history of
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IV drug use versus a routine blood transfusion will experience similar progression and
prognosis but may have different beliefs related to the onset of illness that contribute to
illness management, psychosocial and relational processes.

Feminism & Illness
MedFT goals, agency and communion (McDaniel, Hepworth, & Doherty, 1992),
parallel feminist goals of empowerment and connection (Baber, 2009) thus creating a
good fit for integrating these two theories. The feminist lens is used to contextualize the
social and cultural construction and analysis of gender and power (Burwell, Templeton,
Kennedy, & Zak-Hunter, 2008). The addition of a feminist lens to the practice of
medical family therapy highlights the influence of gender, power and marginalized
experiences on the treatment of and adjustment to illness (Burwell et al., 2008). In
particular, it sets a stage for the deconstruction of power processes and societal discourses
around illness, gender, caregiving, and vulnerability which is central to the process of
shifting a couple into a more relational process.

Gendered Power
Gender is socially constructed and has led to normative definitions of masculine
and feminine characteristics and processes. Traditional discourses in American culture
privilege the male or masculine characteristics and subordinate the female or feminine
characteristics. Although this is changing, and men and women want to move to
egalitarian ideals (Coontz, 2005), gender hierarchy gives power to men and maintains the
invisible power that men hold in society and in relationships. This can make it difficult
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for couples to relate in a manner that is mutual, as is the new ideal for contemporary
couples (Mahoney & Knudson-Martin, 2009a). Power imbalances create more
pronounced inequalities within families and couples when one member becomes ill
(Knudson-Martin, 2009; Rolland, 1994). Illness can inadvertently confer power onto the
ill person even in relationships that were relatively mutual prior to the illness.
The social construction of illness, gender roles, characteristics, and expectations
begin in childhood as children learn and internalize messages about what it means to be
sick from their families of origin. Children learn how their family “does” sickness
(Lorber, 1997; McDaniel & Cole-Kelly, 2003), which often includes gendered roles.
Traditionally, men learn that being strong, productive, and active are synonymous to
being masculine. Feeling sick or having an illness are in opposition to masculinity.
Women, typically, learn that being sick is consistent with the feminine role as women are
encouraged to be passive, and openly emotional (McDaniel & Cole-Kelly, 2003).
Similarly, men and women are socialized to cope differently with the uncertainty and fear
associated with illness. Women tend to express more feelings about their illness and men
typically express less.
In general, each life-cycle stage has specific gender-socialized roles associated
with them (McDaniel & Cole-Kelly, 2003; Rolland, 1994, 1987). When the couple is
considered in the context of their particular life-cycle stage, the effects of illness,
meaning of illness, and relational practice are all impacted. For example, a traditionally
structured retired couple, together for only two years, may experience the wife’s
progressive illness as an intruder to a new relationship. The husband may have expected
to be the one being physically cared for but illness-related role changes have caused
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resentment and disengagement. The wife may feel overburdened to want to care for both
herself and her husband even though her physical abilities are impaired due to the impact
of the disease.
Gender roles and processes are challenged and often redefined in couples that face
chronic illness (Dankoski & Pais, 2007). Inflexible gender roles often lead to difficulty
and distress for couples and families, and as a result, couples may need to renegotiate
gender roles when one partner becomes chronically ill. Sometimes this takes place
without much effort or intention, while at other times couples may struggle to find new
roles, reverting to traditional gender roles when one becomes ill even if they had
previously chosen a non-traditional, egalitarian arrangement (McDaniel & Cole-Kelly,
2003). Fluidity through the shifts in gender roles tends to be related to who the caregiver
is and who the care receiver is, along with their unique experiences of gendered, cultural,
and experiential illness identity and beliefs. Mahoney and Knudson-Martin (2009a)
suggest that an egalitarian relationship is a constantly shifting process, something that no
one ever arrives at but that must be a continual negotiation between intimate partners.

Caregiving
One of the major shifts for couples is the emergence of new roles. Caregiver and
care receiver roles emerge and have gender and power implications. Caregivers tend to
be overlooked by family, friends, community, and medical staff as needing support
(Burwell et al., 2008). Research shows a tendency for the partner’s quality of life to be
more adversely impacted than that of the patient. The focus on care of the patient’s
disease often leaves the caregiver’s needs neglected (Dankoski & Pais, 2007).
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Women are often the expected caregivers (Burwell et al., 2008) when a spouse or
family member becomes sick. However, they may experience a lack of support when
they themselves are ill (McDaniel & Cole-Kelly, 2003). Power imbalance prior to and
during caregiving may impact the female caregiver’s biological and psychological health
(Bird, 1999; Kiecolt-Glaser & Newton, 2001; Sternberg, 2001).
Male engagement in these new roles is particularly unique due to the socialization
that limits male process of vulnerability and relational responsibility. Men, as caregivers,
may focus on the practical demands of an illness but they tend to feel less able to voice
their experience of the illness. Men, as caregivers, often report feeling inadequate and
unprepared for the emotional confusion following illness diagnosis (Burwell et al., 2008)
and tend to want to protect their wives from emotional experiences. Men who take the
primary caregiving role often receive a lot of social support for being self-sacrificing
(McDaniel & Cole-Kelly, 2003). These men may be completing the same tasks as
women caregivers but women’s role as caregiver tends to go unnoticed and is generally
taken-for-granted.
Societal discourses can restrict men from engaging in mutual and vulnerable
relationships, which is particularly important when they become caregivers or patients.
By applying feminist theory we can identify that some men may need coaching and
modeling to engage with their wives when illness enters their couple system. In general,
men have not had the same opportunities to be relationally oriented, and women have had
the added pressure of living up to the female discourse of being emotional, submissive,
and pleasing.
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The feminist MedFT lens resonates with Thompson’s (1993) explanation that
“rather than ask whether women or men are more caring, the gender perspective asks
what conditions are necessary for women and men to be caring” (p. 559). Feminist
MedFT attends to the power imbalance within the caregiving relationship by attending to
the couples pre-illness power structures and current power processes. Expanding the
illness experience to include both partners is a direct attempt at challenging these takenfor-granted gender roles and expectations.

My versus Our Illness Identification
Couples experience optimal functioning when both partners “challenge the
fundamental assumption” (Rolland, 1994, p. 240) that suggests illness resides only within
the biologically effected individual. If a couple functions under this assumption, that the
person with the illness is the only one with a problem, the relationship is likely to become
unequal (Burwell et al., 2008; Dankoski & Pais, 2007; Rolland, 1994). This can lead to
issues of power and control that can develop into resentment, guilt, distancing, and
general destruction of marital quality and intimacy (Rolland, 1994).
Framing illness as a conjoint issue “acknowledges physical and psychological
burdens and includes the illness-related roles of both partners” (Rolland, 1994, p. 241),
giving couples the opportunity to be open to sharing and listening to each other’s
experiences of the illness (Penn, 2001; Weingarten, 2013). In this process, couples
experience empowerment and also become allies in the illness, often leading to
connection. Establishing an orientation of a “we” illness is often a first step when
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working with families facing illness (Wright, Watson, & Bell, 1996) so that the illness
experience is shared.

Feminist-Informed Couples Therapy to Shift into “Our”
Assisting couples in their shift to an “our” orientation includes balancing the
gendered power needs and processes of the ill and well spouse. This often involves
building a trusting relationship with male patients through supportive questions in order
to reduce their experience of being emotionally exposed (McDaniel & Cole-Kelly, 2003).
Similarly, women may need to develop a trusting relationship with the provider before
she is able to be vulnerable about her illness experience with her spouse. Through the
collaborative and empathic stance, emphasized by the MedFT meta-theory, practitioners
are seen as experts in attuning to the relational needs of all members in order to help
engineer a supportive, trusting, shared relationship (Marlowe, 2011; McDaniel & ColeKelly, 2003).
Feminist-informed medical family therapists must also utilize a model of
relationship equality (Mahoney & Knudson-Martin, 2009a) that emphasizes emotional
processes within the couple relationship that moves beyond the traditional ideas of
equality (shared tasks, equal pay, and so on) but involves supporting couples mutual
development of vulnerability and openness (Knudson-Martin & Huenergardt, 2010).
Mahoney and Knudson-Martin’s (2009) four-dimension model of relational equality
includes relative status (“who defines what is important” p. 11), attention to the other
(“emotionally present for and supportive of each other” p. 12), accommodation patterns
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(balanced influence and accommodations), and well-being (“relationship burdens are
shared” p. 12).
Although illness may incapacitate one partner in the relationship from sharing
functional tasks, a feminist perspective raises awareness that each member is still
responsible for maintaining mutual relational processes characterized by mutual
influence, shared vulnerability, shared relational responsibility and mutual attunement
(Knudson-Martin & Huenergardt, 2010). Often this means that a therapist must be
actively aware of invisible power processes that present themselves in the couple’s takenfor-granted exchanges. The goal is that therapist awareness of and attunement to
gendered power processes will in turn lead to supporting the members of the couple in
engaging more vulnerably with each other so that the kidney or liver illness experience is
shared, and the couple is empowered to engage with one another and the illness with new
possibilities. Feminist-informed MedFT helps therapists shape the couples therapy
process of shifting to an “our” orientation by drawing on partners mutual engagement and
sharing of experiences.

Qualitative Research Implications
Illness and couple processes, theorized through this feminist MedFT framework,
sets the stage for what needs to be studied further through clinical process. As we will
see through the literature review in chapter three, couples report higher marital
satisfaction and better health outcomes when they take on a relational (“our”) orientation
towards illness. Studying couples therapy in its moment-by-moment process will allow
us to develop a model of helping couples, who are more prone to isolation, blame, guilt
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and hostility in the face of illness, develop the capacity to share their illness experience
relationally. The particular feminist lens (Knudson-Martin & Huenergardt, 2010;
Mahoney & Knudson-Martin, 2009a, 2009b) also implies that the moment-by-moment
process will reveal gendered power processes that block the couples from a relational
orientation. Similarly, the feminist lens discussed above brings to light how the
therapists work with the couples to intervene in gendered processes and explore new
possibilities of relating.

20

CHAPTER THREE
LITERATURE REVIEW

Studies related to caregiving and receiving among couples facing chronic illness
have been highly influenced by John Rolland’s (1994) work describing the need to shift
from a “my” to an “our” illness identity. This emerging field of study focuses on the
shared experience of illness. The existing literature also gives insight into the potential
impact of gender and power processes that influence communal coping.
This review will present literature that describes the trends in relational oriented
coping research. Specifically, outcome studies that provide evidence regarding the
potential usefulness of relational coping but reveal a gap in the mechanisms of how
couples obtain an “our”- illness process. This review will also outline the current
research related to gender and power processes of relational coping and briefly reviews
literature on couples with chronic illness’ practice models.

Relational Coping Research
Relational oriented coping theories and interventions have been studied with
chronic and life threatening illnesses through a variety of research methods. One new
method researchers are using is the study of linguistic markers of we-talk (Acitelli &
Badr, 2005; Rohrbaugh, Shoham, et al., 2012) or the use of “first-person plural pronouns
(we, us, our)” (Rohrbaugh et al., 2012, p. 108) in studies related to smoking behavior and
cessation (Rohrbaugh, Shoham, et al., 2012), heart disease (Rohrbaugh, Mehl, Shoham,
Reilly, & Ewy, 2008), cancer diagnosis and coping, divorce, and chronic illnesses like
multiple sclerosis. Each of these studies found that we-talk predicts positive health
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outcomes (Lewis et al., 2006; Rohrbaugh et al., 2008; Rohrbaugh, Shoham, et al., 2012).
On the other hand, couples report less satisfaction when they use solitary coping
strategies such as avoidance, masking feelings and protective buffering (Badr, 2004). A
meta-analysis that reviewed 13 studies reinforced the benefit of dyadic coping on marital
functioning showing that 30% to 40% of variance in marital satisfaction is accounted for
by positive dyadic coping (Bodenmann, 2005).
We-talk analysis of heart failure patients and their spouses (Rohrbaugh, Shoham,
& Coyne, 2006) reveals that the use of “we” from the well spouse independently predicts
positive change in the patient’s heart failure symptoms and general health for six months.
We-talk by the patient did not predict positive health outcomes nor did gender have an
effect on the results. Similarly, Rohrbaugh et al. (2006) found that the strongest predictor
of survival from heart failure was well partners’ “useful discussions” about their illness.
“We”-oriented healthy spouses, that is spouses who have a high level of couple identity,
report less negative and more positive experiences of caregiving and mental health (Badr,
Acitelli, & Carmack Taylor, 2007). Similarly, for couples experiencing lung cancer, an
emphasis on relationship enhancement is important for the healthy spouses’ emotional
experience (Badr & Taylor, 2008). Rohrbaugh and colleagues (2008) suggest that
communal coping can have positive or adaptive functions for not only the couple as a
whole but also on the health outcomes of the patient.
Qualitative analysis of semi-structured interviews was used to analyze how eight
couples adjusted to multiple sclerosis and to identify potential areas of relational stress
(Starks, Morris, Yorkston, Gray, & Johnson, 2010). The researchers identified that
couples “in-sync” maintain a collaborative problem solving style whereas couples who
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are “out-of-sync” engage in oppositional coping. In the “in-sync” category, three patients
were female and one was male, and the “out-of-sync” group had the same gender
distribution however no attention was given to the potential influence of gender on the
couple’s experiences.
Five non-clinical couples dealing with prostate cancer participated in two
qualitative interviews aimed at discovering how the illness impacted the couple’s
relationship (Fergus, 2011). The results of this study highlight how these couples
maintained a “communal body” (p. 104) through implicit interrelational processes. The
results highlight several gendered processes, which will be discussed further in the
sections below. These couples seemed to intrinsically dance the shared experience of the
illness and intentionally resisted separation by combatting “the threat to their unity” (p.
107). Fergus suggests that these findings may be useful as we translate them into a
clinical practice model to be used with couples that do not share a “We-ness” (p. 110).
Badr and colleagues (2010) used a longitudinal, self-report design to study
couples with metastatic breast cancer. They found that couples experience positive
coping and illness-related stress management when they have similar positive dyadic
coping. Patients and partners who used more avoidance and withdrawal coping
experienced more distress than patients and partners who solved problems jointly,
coordinated daily tasks, found time to relax together and couples who had a mutual
process of sharing. When couples used similar coping processes they experienced
closeness and positive health outcomes.
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Couple Level Research with Intervention
A handful of research was done through studying the outcomes of various forms
of couple interventions. These studies focus on various illnesses (various cancers,
rheumatoid arthritis, heart disease, diabetes) or health behaviors (smoking) that take on
unique characteristics. However, for the purposes of this review we will draw on the
commonalities they share, which include being chronic illnesses or health compromising
behaviors, long-term coping and reliance on others for care.
Smoking behavior has received increasing research interest specifically in weoriented coping and how relational coping may indicate positive cessation behavior.
Although smoking behavior is different from liver and kidney disease, they share a few
common processes, including the need to make positive health behavior choices (diet,
exercise, compliance) and often the presence of an addiction (cirrhosis of the liver,
Hepatitis C due to IV drug use, and cigarette addiction). Additionally, liver and kidney
patients need to be free of smoking behaviors (something that tends to be more prevalent
in liver patients) prior to transplantation (Harper et al., 2010).
In one study, Shoham, Rohrbaugh, Trost and Muramoto (2006) used the Family
Consultation (FAMCON) model, a strategic intervention based on family systems theory
(Rohrbaugh, Kogan, & Shoham, 2012; Shoham, Rohrbaugh, Trost, & Muramoto, 2006),
and found that primary smokers reached a rate of 50% maintenance of cessation for 6 and
12 months. More recently, Rohrbaugh et al. (2012) used the FAMCON intervention and
linguistic marker process and found that we-talk increased in both partners during the
course of the FAMCON intervention and increased we-talk predicted positive cessation
outcomes of smoking behavior (Rohrbaugh, Kogan, et al., 2012; Rohrbaugh et al., 2001).
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It was also noted that when both partners within the couple dyad were smokers, we-talk
rates were elevated, revealing that communal processes and language contribute to
smoking maintenance as well as smoking cessation (Rohrbaugh, Shoham, et al., 2012).
We-talk is identified by Rohrbaugh, Shoham, et al. (2012) as a potential mechanism for
change from individual to relational coping. However they identify that we-talk does not
necessarily indicate relational coping but that the increase in we-talk as a result of the
FAMCON intervention is an important change to investigate further.
In an effectiveness study, Bodenmann and colleagues (2008) compared treatment
of depression using cognitive behavioral therapy, intrapersonal therapy, and copingoriented couple therapy. Although no significant differences were found in outcomes
between groups, Bodenmann found that participants in the coping-oriented couples
therapy group had significantly higher changes in expressed emotion. Couples reduced
criticism and expressed more emotions. Depression can be high for patients with liver
(Lee, Otgonsuren, Younoszai, Mir, & Younossi, 2013) and kidney disease (Palmer et al.,
2013), so it is particularly positive that couples therapy has the potential to increase
couples ability to express emotions and reduce depressive symptoms.
Mohr and colleagues (2003) studied qualitative interviews of couples after they
completed eight sessions of couples therapy for end-of-life experiences. The preliminary
results indicated that the ill partner was significantly more positively impacted by
increasing intimacy, communication and mutual support; whereas, the non-ill spouse
reports only marginal positive changes when intimacy is increased. The researchers did
not make any indication related to gendered processes but identify that four of the well
spouses were men and only two were women. Similarly, they do not mention paying
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attention to the gender and power processes in sessions so we are not able to identify if a
feminist approach would assist in increasing the spouses’ positive experiences of
intimacy, communication and mutual support.
Couples coping with breast or prostate cancer underwent a nurse-led psychosocial
intervention where nurses normalized emotions and highlighted couple strengths
(Northouse, Kershaw, Mood, & Schafenacker, 2005; Northouse et al., 2007). Through
self-report surveys researchers found that after the intervention the couples reported less
hopelessness, less negativity, less uncertainty and increased communication for both
partners. Researchers suggest that more research is needed to identify a cost-effective
intervention for couple-level treatment and attention to the mechanisms of their
interventions in order to disentangle their outcome effects.
In another study (Scott et al., 2004) researchers found that women with breast or
gynecological cancer who received intervention with their spouse reported significant
reductions in psychological distress and avoidance, significant increase in positive sexual
self-schemas, and significant increase in positive communication with their spouse when
compared to the ill patient receiving treatment alone. Scott et al. (2004) identified that
the couples’ intervention was more beneficial to patients and spouses than the patient
focused intervention. Unfortunately, this study did not provide evidence for the
mechanisms that produced this shift in couples but suggest that future research needs to
focus more on how the couples change within the couple intervention.
Couple oriented intervention appears to lead to significant benefits for couples
experiencing chronic illness. Overall, there is consensus among the literature that
communal coping or shifting to an “our” or “we” orientation leads patients to develop
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positive health behaviors (Lewis et al., 2006; Rohrbaugh, Shoham, et al., 2012) and
correlates with relational commitment (Scott et al., 2004; Skerrett, 2003), shared identity
(Fergus, 2011), positive emotional behavior (Bodenmann, 2008, 2005), assists in long
term coping (Skerrett, 1998) and effective problem solving by relationship partners
(Starks et al., 2010).

Gender & Power Research in Couples Coping with Chronic Illness
The gender of the ill versus well spouse influences couples coping processes and
experiences of the illness (Lewis et al., 2006; Revenson, Abraido-Lanza, Majerovitz, &
Jordan, 2005). Although the literature includes only a handful of studies related to the
influence of gender on chronic illness and couples it seems to be an area of increasing
interest (Revenson et al., 2005). Researchers, throughout the studies presented in this
review, have cited that they find it challenging to disentangle the effects of gender due to
the influence of the role of being the ill or well spouse. Similarly, researchers question
whether it is the change into caregiver or care receiver that influences the couple process
as opposed to the influence of gender. One meta-analysis, reviewing the role of gender
and the effects of couples coping with cancer, found that women experience the most
distress regardless of being the patient or well-spouse (Hagedoorn, Sanderman, Bolks,
Tuinstra, & Coyne, 2008). Hagedoorn and colleagues (2008) are the first to attempt to
disentangle the influence of gender and the role of patient versus caregiver. However, the
researchers do not include the role of gendered power processes.
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Caregiver & Care Receiver Roles
The following section will include a review of the current research about
caregiver and care receiver dynamics. It will also present research related to power
processes and illness. Husbands and wives experience stress, albeit unique stress, as a
result of living with a person who is chronically ill (Revenson et al., 2005). Caregivers
tend to be overlooked by family, friends, community, and medical staff as needing
support (Burwell et al., 2008). Additionally, the well spouse often experiences their
needs as being unimportant and overlooked (Dankoski & Pais, 2007). Inflexible gender
roles often lead to difficulty and distress for couples and can potentially lead to separation
or even divorce (Cross et al., 2001), especially when the female partner is the one who
becomes ill. However, flexibility in roles has been identified as an asset for couples
facing chronic illness (Cross et al., 2001; Fergus, 2011).

Wife as Care Receiver
One distinctive pattern related to gender differences in couples coping with
chronic illness is that when wives are the ill spouse, they are more likely to experience
partner abandonment (Glantz et al., 2009) than when the ill spouse is the husband. Cross
and colleagues (2001) found that when wives are the patients they are eight times more
likely to be separated or divorced than when husbands are the patients. Overall, women,
regardless of being the patient or the spouse, have significantly higher scores of
depression, psychological distress and sexual dissatisfaction (Revenson et al., 2005).
Female patients experience the highest levels of depression and lowest levels of wellbeing.
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Women’s active coping strategies, such as confronting illness directly, are related
to higher rates of marital satisfaction for couples (Acitelli & Badr, 2005; Badr, Acitelli, &
Carmack Taylor, 2008; Badr & Taylor, 2008). Ill wives reported the most happiness
when their well husbands engaged in increased relationship talk (Badr et al., 2008).
Revenson et al. (2005) looked at gender differences in couples with rheumatic disease by
comparing the use of coping strategies among couples where the wife was ill compared to
couples where the husband was ill. Their findings suggest that when the female partner is
ill there is an increase in distress and overall relationship challenges.

Husband as Care Receiver
Acitelli and Badr (2005) found that the more ill husbands engaged in relationship
talk, the better their mental health. Male patients report the lowest levels of depression
and the highest well-being scores (Revenson et al., 2005). Overall, both male and female
patients reported higher marital satisfaction than their healthy spouses (Revenson et al.,
2005).
In a qualitative study on husbands with prostate cancer (Fergus, 2011), male
partners appreciated having their wives in-tune to their physical and emotional needs.
One husband reported that the experience of being known by his wife allowed him to not
have to explain each emotion he felt. This process reportedly assisted men in this study
in a process that maintained their stoic and non-emotional identity but also allowed them
to receive validation and understanding from their partner without being too vulnerable.
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Wife as Caregiver
In a qualitative study on couples where the husband was chronically ill (Eriksson
& Svedlund, 2005), women partners describe their shift from a spouse to a carer and
emphasize the loss of physical and emotional closeness to their ill husbands. Eriksson
and Svedlund (2005) also discovered that the caring spouse experienced feeling of
loneliness as they anticipated their partner’s death. The women described feeling like
“outsiders” in their relationship and as if they had been “abandoned by their partner” (p.
330). Each of these sentiments reflected a desire to get back to their previous relational
experience where mutual commitment and intimacy were reportedly experienced.
Hagedoorn and colleagues (2000) found that wives of male cancer patients reported
greater distress and lower quality of life than husbands of female cancer patients.
Overall, better mental health was evident for both partners when healthy wives engaged
their ill husbands in relationship talk (Acitelli & Badr, 2005).

Husband as Caregiver
In a quantitative study looking at gender differences in coping with rheumatoid
arthritis, well husbands received more positive support than well wives (Revenson et al.,
2005). Similarly, well wives reported that they receive less support from their partners
than well husbands, which seems to suggest that men and women with rheumatoid
arthritis provide distinctively different levels of support to their well spouses.
Chronically ill wives in this study appeared to be coping with their own illness and
continuing to provide social support to their husbands. Whereas ill husbands were not
providing the same levels of social support to their well wives.
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Gender and Power Processes
Couples experience implicit processes of power within their relationship that
influences their process of shifting towards an “our” illness orientation (Knudson-Martin,
2009; Rolland, 1994). The framework of relational coping has a both/and dimension
(Lyons et al., 1998), meaning that it is not simply a one way process where one spouse is
orientated to share in others’ illness experience, but is also open to allowing others to
engage in communal coping reciprocally if or when the tables are turned. However,
reciprocal communal coping is impacted by gender (Knudson-Martin, 2009; Lyons et al.,
1998; Manne, Dougherty, Veach, & Kless, 1999; Naaman et al., 2009; Scott et al., 2004;
Starks et al., 2010). In a study of men with prostate cancer and their spouses (Fergus,
2011), female spouses easily oriented towards a “we” while male patients had a more
difficult time shifting to a mutual understanding of their illness. Women consistently
took on a position of subordinating their own needs to the needs of their ill spouse
because they believed that their experiences of the illness and how it impacted them
would injure their husbands’ coping efforts.
In a study on couples where at least one spouse had diabetes (Knudson-Martin,
2009), wives were found to take responsibility for the care of their husbands’ diabetes
and also took on full responsibility for their own diabetes care. In this study, KnudsonMartin (2009) connects this process directly to the gendered power processes within the
relationships. The gendered power structure within the relationship works to restrict men
from being involved in a relational orientation towards illness and coping. These power
processes then become key points of intervention to help couples take on a “we”
approach to illness and health (Knudson-Martin, 2009).
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Fergus’s (2011) study on five couples coping with prostate cancer is an example
of taken-for-granted gendered power processes. Although Fergus does not use a gendered
power lens to analyze her results, it seems evident that the relational processes recorded
in her study reveal the traditional processes of women as caregivers and men as care
receivers. Wives report using their knowledge of their husbands to moderate their
engagement about certain things that may upset their husbands. The husbands may
engage in a stoic manner but are grateful that their wives are meeting their unknown
needs. Similarly, the results describe that the male partner’s experiences and reactions
were privileged over the female partner’s. The couples reported mutual adaptation when
they engaged in a “rational” (p. 102) way about their illness experience. The idea of a
rational process seems to be tied to the male discourse of being non-emotional and
appears to be privileged in these couples’ experiences. The well wives report tempering
their emotions and their engagement in order to maximize their partner’s success and
boost their partner’s masculine identities (Fergus, 2011).
Although these couples in Fergus’s (2011) research report high levels of relational
connection and satisfaction, and are not a clinical population, they seem to lack equality
in their relational process. For these five couples the processes, albeit unequal, did not
appear to be a challenge in their coping with illness. However, the long-term effects on
the well partner were not addressed. Also, for couples that may be experiencing
relational challenges, there may be important taken-for-granted gendered power
processes occurring that are leading to or exacerbating their difficulties.
Relational benefits occur when husbands engage in their relationships through
conversations (Badr et al., 2010; Badr & Taylor, 2008). Husbands who engage in more
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relationship talk report that they are happier in their marriages than husbands who engage
in relationship talk the least (Acitelli & Badr, 2005). Wives were also more satisfied in
their relationship when husbands engaged in relationship talk. Overall, it seems to be the
husbands’ talk that protects the couple from negative consequences of illness on marital
satisfaction and mental health (Badr, 2004; Badr et al., 2007, 2008; Badr et al., 2010;
Badr & Taylor, 2008), and is most beneficial to couple relationships in which wives were
the spouse with the illness (Acitelli & Badr, 2005).
Traditional gender constructions tend to frame couple processes and outcomes.
For example, if a husband becomes ill, it is likely that the healthy wife easily orients to an
“our” orientation towards coping with the illness due to her socialization as a female
(Carter & Carter, 1994; Dankoski & Pais, 2007; Fergus, 2011). However, if the wife
becomes ill, she may find herself wanting to maintain some of her caregiver role, giving
emotional support to her spouse, family and friends. Similarly, her spouse may also have
an expectation that she maintain her role as giver of care. She would need to be
supported in her desire to give care to others while also receiving care and support from
her spouse without feeling like a burden.
Similarly, gender socialization impacts men and women’s processes of coping
with emotions, such as uncertainty and fear, which are associated with illness (McDaniel
& Cole-Kelly, 2003). Women stereotypically express more feelings about their illness
while men are typically less expressive about their feelings. Yet, research found that
wives with illnesses are often less likely than husbands with illnesses to use interpersonal
coping strategies (Acitelli & Badr, 2005; Badr et al., 2010), meaning that when women
are ill they tend to deal with their sickness on their own, not wanting to bother or be a
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burden to their partners. This isolated coping could be related to the wives expectations
regarding how their husbands will respond to their illness experiences and coping needs.
As for ill men, they are more likely to rely on others for help, assistance, and care which
is likely due to their gendered expectations of care and coping.
Researchers have highlighted that female spouses easily adapt to a relational
orientation of illness (Acitelli & Badr, 2005; Burwell et al., 2008; Dankoski & Pais,
2007; McDaniel & Cole-Kelly, 2003). As a result, this process has the potential to
further burden the female partner when disparities in power between males and females
in the relationship are not attended to. When females take on a greater degree of
relational responsibility than their spouse, it is common for relational strain to increase
(Kayser et al., 2007). Therefore, it is important to recognize and highlight that a process
within the relationship must continually occur so that each spouse takes a role in the
mutual processing of “our” illness experiences (Kayser et al., 2007).
From a gender and power perspective, the current literature is lacking in attention
to and exploration of the dynamic process of power in relational orientation. Numerous
studies (e.g., Revenson et al., 2008; Fergus, 2011) show that marital satisfaction is higher
for couples where husbands mutually engage in the relationship but research on
relationship abandonment indicates that husbands are leaving marriages at a higher rate
when their wives become ill (Glantz et al., 2009). Similarly, couples therapy has been
shown to improve depression, marital satisfaction and health behaviors but as one metaanalysis suggests (Martire et al., 2010), higher rates of effectiveness could be seen if
intervention models include a relational coping orientation. It appears that an
intervention addressing the influence of gender and power could potentially provide
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husbands the opportunities to mutually engage in their relationships in order to increase
relational well-being and health outcomes.

Current Couple Interventions
Several theoretical models that specifically focus on couple we-ness are presented
in the current literature for working with couples that are experiencing chronic illness.
The main themes in each of the models were the foundational elements of systems theory
and the emphasis on couples we-ness. Specifically, Skerrett’s (2003) model emphasized
a storytelling process that created space for mutual sharing of experiences related to
illness. Her work focused on mutual processes of building an awareness of “we”,
including building connections and sustaining and empowering the “we” experience of
illness. Skerrett’s model intentionally attended to emphasizing the mutual process in
relationships in order to create opportunities for both partners to develop the “we”
orientation. Through anecdotal case illustrations Skerrett demonstrated the process of
assisting a couple as they examined taken-for-granted aspects of their gendered
experience and entered into a conscious relational connection containing mutual ways of
coping with illness. No further research into this model has been reported.
Weingarten (2013) also presented a conceptual paper identifying a process where
self-loss and other-loss impacts couples’ engagement with one another. Couples coping
with chronic illness often entered a pattern of asymmetric “self and other protective
strategies” (Weingarten, 2013, p. 88). Weingarten’s model is grounded in a collaborative
and witnessing position that emphasized relational attunement and relational
empowerment. She described a 4-quadrant conceptualization of self and other protective
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strategies including (a) aware & empowered, (b) unaware & empowered, (c) unaware &
disempowered, and (d) aware & disempowered. Optimal couple processes occurred in
the aware and empowered quadrant as partner’s were aware of the others experience and
acted in ways that were attuned, aligned and useful. Similar to the Skerrett (2003) model,
no process research had been done on Weingarten’s (2013) model. Weingarten utilized
clinical experience and case examples to highlight her approach to couples and chronic
illness.
Another model for working with couples and chronic illness emphasized the use
of writing (Penn, 2001). Writing exercises were used to combat spousal isolation that
often accompanies illness. Penn’s work with couples and chronic illness has revealed the
struggle, or relational trauma, that couple can experience when illness enters their
relationship. The writing offered an opportunity for couples to share their illness
experience with one another and rebalance togetherness in spite of and often due to the
illness.
Finally, the family consultation model (FAMCON), as reviewed above, has been
used and studied for effectiveness (Rohrbaugh, Kogan, et al., 2012; Rohrbaugh et al.,
2001; Shoham et al., 2006). This model included a team-based approach that worked
with couples for up to ten sessions. The intervention is described as “strategic planning
interruption” and “communal coping” (Rohrbaugh, Kogan, et al., 2012, p. 570) which
included identifying family processes that maintain the problem behavior, strategically
intervening in the problem patterns and emphasizing the communal or we-ness of the
families change (Rohrbaugh, Kogan, et al., 2012).
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Conclusion
Benefits of relational coping have been identified in research. As the research
builds, studies are repeatedly revealing gender disparity in the practice and ease of
relational coping. Women tend to disproportionately take on the relational orientation,
which skews the communal coping orientation. Husbands could use extra support in
talking with their spouses (ill or well) about illness, coping, and the relationship in order
to maximize health, well-being, and relationship satisfaction outcomes.
Process research has not addressed couples therapy with liver and kidney patients
nor the shift from a “my” to an “our” illness orientation. Multiple studies have stated that
in order to amplify evidence discovered through outcome research, reviewed above, we
must also explore the moment-by-moment process in couples interaction (Pistrang &
Barker, 2005) in order to reveal the mechanisms by which couples engage in and shift
into relational coping (Lewis et al., 2006). Thus we must explore the moment-bymoment process to discover the way couples, working in therapy, shift from individual to
relational coping with illness. Studying the clinical process of this shift in liver and
kidney patients and their spouses, while incorporating a lens of gender and power will
identify specific elements involved in relational coping and will help develop
interventions that give couples opportunities to move beyond restrictive individual coping
and gender prescriptions.
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CHAPTER FOUR
METHOD

A qualitative approach will be used to analyze transcripts of couples therapy to
develop a theory of the clinical processes that therapists and clients engage in to shift
from a “my” (individual) to an “our” (relational) illness orientation, within a medical
family therapy context with liver and kidney transplant patients and their intimate
partners. A grounded theory methodology adds to the existing literature by extending the
theoretical and quantitative research into developing a theory of how change occurs
during couple’s therapy, particularly with this population. The grounded theory approach
provides a context for a fluid discovery of what occurs in therapeutic encounters based on
observations of actual clinical experience (Corbin & Strauss, 2008; Denzin & Lincoln,
2008). As the extensive literature review shows in chapter three, there is currently no
explanation of how couples and therapists work together in the moment-by-moment
process of therapy to shift from a “my” to an “our” illness orientation.

Grounded Theory
Grounded theory provides researchers a methodology that is based in discovery of
ideas and theories that are ‘grounded’ in research data and begin with no predetermined
codes (Glaser & Strauss, 1967). Grounded theory is based on developing theory from a
systematic and recursive process of data creation and analysis (Charmaz, 2006; Corbin &
Strauss, 2008). An essential element of grounded theory is the “constant comparative”
process (Glaser & Strauss, 1967) that is an inductive method involving “a constant
interplay between data collection and data analysis” (Echevarria-Doan & Tubbs, 2005, p.
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42). As data is collected it is analyzed and informs further data collection. This recurrent
data collection and analysis process evolves into theoretical categories that are further
analyzed for meaning and ways they relate or impact each other (Charmaz, 2006; Corbin
& Strauss, 2008; Glaser & Strauss, 1967). This recursive process brings deeper clarity
regarding connections and meaning within the data, guiding the researcher to interpret
and build theories that explicate the processes of a specific phenomenon (EchevarriaDoan & Tubbs, 2005).

Assumptions
Theoretical and epistemological frameworks inform the grounded theory (Corbin
& Strauss, 2008; Guba & Lincoln, 2008). For this study, I will be aligned with
Charmaz’s (2006) approach of social constructionist grounded theory at an
epistemological level that emphasizes the co-constructed process of data creation,
analysis and interpretation. The process of data creation is multilayered, where meanings
held by the researchers and participant are interacting and influencing the discovery of
data (Charmaz, 2006; Daly, 2007; Mills, Bonner, & Francis, 2006).
In the same way as researchers must specify their epistemology they must also
define their theoretical lens. In this study the clinical process of shifting from a “my”
(individual) to an “our” (relational) orientation is informed by a gender and power lens
(Mahoney & Knudson-Martin, 2009a, 2009b) interested in power processes that restrict
or promote mutuality. This lens will guide the processes that are identified and the ways
they are understood and interpreted.
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Self of the Researcher
Many grounded theory researchers choose to share a bit about themselves in order
to help the reader understand where they are coming from and how they developed
interest in this area of research (Charmaz, 2006). This process of transparency offers
insights into how the researcher’s experience and knowledge may influence and be a part
of the discovery of data (Eschevarria-Doan & Tubbs, 2005). As the researcher, I
acknowledge that my gender and cultural background may influence my identification
and understanding of preferred couples processes and clinical process. My cultural
experiences as a white woman in an individualistic society has influenced my desire to
move away from a strict individual focus and into a collective experience. As such, one
of my biases includes preferring relational experiences and processes. Similarly, I have
been working with couples struggling with liver and kidney disease for about three years
and through my work I have come to see the value in attending to power processes in the
couple relationship, particularly around the illness. My clinical experience with couples
and my preference for collective experience also shapes my choice of the theoretical lens
of feminism used to define illness and couple relationships.
Personal experiences have also influenced my interest in studying couples
processes. When I was a teenager my mother was in a traumatic accident where she lost
the mobility in one of her arms. I witnessed the struggle that my parents went through as
they renegotiated life and relationship, roles and expectations. Although my family was
not experiencing an organic, degenerative disease, I saw my parents struggle individually
and witnessed the healing process of coming together to cope with the loss of a limb.
Although my personal experiences and knowledge may influence my approach to
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the data and my basic assumptions, staying true to the recursive - constant comparative
method will enhance trustworthiness of the results. I am committed to transparency and
self of the researcher issues in how my ideas and experiences are influencing the data
analysis throughout the research process.

Methodology
Constructionist grounded theory methodology (Charmaz, 2006) will be used to
study how therapist and clients work together to establish a “we” orientation of illness.
In this method, a recursive, co-constructed theory will emerge from systematic data
creation and analysis. Constant comparison (Glaser & Strauss, 1967) of the data will
facilitate the production of emerging codes, categories, patterns and theory.

Data Creation
This grounded theory analysis begins with access to videotapes of couple therapy
sessions (Strauss & Corbin, 1998).

Site
All therapy sessions studied will be conducted at Loma Linda University
Transplantation Clinic, a clinical training site for doctoral level marriage and family
therapy interns in the Loma Linda University School of Behavioral Health, Counseling
and Family Science department. Clients attending therapy are informed that therapists
are doctoral students, receiving clinical supervision, and are being videotaped as a regular
part of the students’ training.
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Procedures
When couples enter therapy at the transplantation institute they are told that their
therapist is an unlicensed intern, supervised by a licensed professional. As a part of this
disclosure the intern therapist informs the couple that they are students in a doctoral
program in marital and family therapy and asks the couple for consent to video record
sessions for learning and development of skills (see Appendix A). When the CFT intern
begins therapy with a couple they will also present the clients with the consent to
participate in this study which involves agreeing that tapes of their session can be
transcribed and analyzed for research regarding how to improve couple therapy (see
Appendix B). At the same time, a Protected Health Information form is completed with
the patient (see Appendix C). The therapists will verbally explain the consent,
highlighting potential risks and benefits including the assurance that they can choose to
end participation in the study at any time. Therapists will also explain that confidentiality
will be maintained by removing names and identifying information from all transcripts
and written material.
The current study has obtained approval by the Loma Linda Internal Review
Board (IRB) in conjunction with a larger qualitative study where doctoral students and
faculty study their own clinical process. Videos will be kept in a locked and password
protected external hard drive and stored long enough to transcribe sessions and gather
observational data. Once all data is gathered the videos will be destroyed. Participants
confidentiality will be protected by removing names and other identifying information
during the transcription process and giving labels such as L/KPT1 (liver/kidney patient 1)
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& MedFT1 (Medical Family Therapy intern 1). Only the research team and I will have
access to the confidential information of this study.

Participants
Grounded theory methodology gives researchers guides to using a variety of
sampling methods (Corbin & Strauss, 2008). For this study, convenience and theoretical
sampling will be used. Initially, convenience sampling will allow us to gather therapy
transcripts from therapists and couples currently working together at Loma Linda
University Transplantation Institute on ways of coping with liver and kidney illness. This
convenience sample will specifically focus on couples therapy with transplant patients
and is guided by our research question of studying in-the-moment process of couples
with liver and kidney illness.
The sample for this proposed study is also theoretical (Corbin & Strauss, 2008;
Glaser, 1998), in that therapy sessions are selected based on their content related to
couples’ illness experiences. Using theoretical sampling allows us to focus on and
explore these pertinent concepts in depth. The sample of sessions is thus selected based
on the session’s ability to contribute to the evolving theory (Corbin & Strauss, 2008).
Participants will include the couples in therapy and the therapists working with
them. Therapists will sign a consent to participate in this study (see Appendix D). The
number of participants, or couples therapy tapes, will depend on saturation of data
(Charmaz, 2006), and may range from 15 to 20 therapy encounters. The data will be
longitudinal in that it will include at least two tapes per couple in order to highlight
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progressive shifts in sessions. The 15 to 20 tapes will include data from at least two
sessions from five to six couples and four to five therapists.

Clients
Clients in this study will be receiving therapeutic services as a supplemental part
of treatment for liver and kidney disease at Loma Linda Transplantation Institute in Loma
Linda, California. Clients will be referred for therapy for a number of reasons, each
related to their medical condition, transplantation readiness, and relational challenges.
Clients who are referred to MedFT services are required to attend therapy for three
sessions, after which the therapist makes a formal recommendation to continue or
terminate therapy. Clients in this study may be at various stages of illness and various
stages of the therapeutic process. Client encounters included in this study are required to
be dyads, opposite gendered, in a committed relationship, as defined by the couple.

Medical Family Therapists
Five marriage and family therapy doctoral interns specializing in medical family
therapy will be conducting clinical sessions. Each uses a unique family systems
approach, but all share a sociocultural lens as a clinical emphasis and pay particular
attention to power processes related to illness. Sociocultural and power processes have
been emphasized in practicum classes, research groups and overall coursework and is one
of the goals of student competencies in the Counseling and Family Sciences program at
Loma Linda University. The therapists will be consistent in the focus on shifting clients
from a “my” to an “our” illness orientation due to this being a focus of basic systemic
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practice. The same supervisor supervises each therapist, and also takes the theoretical
position that the relational shift is an important component to the therapeutic process with
couples dealing with illness. This group of therapists will be theoretically appropriate for
the current research because they provide MedFT services that attend to the couples
experience of illness and each have training in working with power processes in a couple
relationship.

Data Analysis
As the researcher, and one of the therapists facilitating therapeutic sessions, the
recurrent data collection and analysis process will be a unique addition to the
methodology in that data analysis will intentionally be concurrently changing my
approach with clients and will inevitably impact future clinical encounters. One research
assistant and myself will complete the data analysis in order to enhance trustworthiness.
Analysis begins as therapy videos are collected and transcribed, and are viewed
through the researchers’ feminist-informed MedFT lens (Corbin & Strauss, 2008).
Initially, session videos will be analyzed to ensure that couple issues related to LD are a
primary element in the therapeutic encounter. The author and research assistant will then
view selected session videos together and code the couple relational patterns paying
attention to, (a) role of illness, (b) gendered power construction, and (c)
caregiver/receiver role. This will provide us an opportunity to identify and code couple
relational patterns and what we observe therapists doing in response. We will be
particularly interested in what therapists do to help the couples relate to their LD as a
“we”.
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Analysis will continue in a step-by-step recursive analysis that occurs through
“open-coding”, “axial coding”, and a final stage of refining category relationships
(Strauss & Corbin, 1998). A constant comparison (Glaser & Strauss, 1967) method is
used as new codes emerge from the data. As new codes are considered, they are
simultaneously compared to previous codes in order to identify similar or unique
concepts. This is essential for identifying similarity as well as new dimensions of codes
(Corbin & Strauss, 2008). Similarly, analytic memos will be recorded throughout each
level of analysis.
The initial step of data analysis, “open coding” (Strauss & Corbin, 1998),
familiarizes researchers to the data by opening up concepts in order to explore
preliminary codes. Open coding may include codes such as “therapist verbalized couples
“my” orientation” or “husband’s vulnerability with ill wife is missed” or “well wife’s
emotional work overlooked or taken-for-granted”. As the process of open coding
progresses researchers write analytic memos that include thoughts and questions that
emerge as they interact with and reflect on the data.
Researchers then move to axial coding, which focuses on identifying properties
and dimensions of a category (Charmaz, 2006; Strauss & Corbin, 1998) and helps shape
preliminary understandings of how the categories conceptually fit together. Axial coding
occurs by grouping and categorizing the codes that emerged from the open coding
process. For example, categories of “therapist successful engagement” may include
dimensions of “therapist pursuit of male vulnerability” or “therapist as educator”. In the
final stage of the analytic process the relationships between the categories become
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refined, and a more coherent theory of the couples process of shifting to an “our” begins
to emerge.

Trustworthiness in Qualitative Research
For this qualitative study the concept of trustworthiness is used to evaluate the
research analysis and results (Guba & Lincoln, 2008). In the following section I will
describe the four areas of trustworthiness, according to Charmaz (2006), and identify how
I will address these areas in my study.
The four criteria used to evaluate grounded theory are credibility, originality,
resonance, and usefulness (Charmaz, 2006, p. 182). Charmaz (2006) accepts that
knowledge is relative and therefore views grounded theory research as a mutual creation
between the researcher and the participant. Within this frame, the goal is to aim towards
an interpretive understanding of the subjects’ meanings.
Credibility is evaluated by methodological rigor, intimacy with the data, and
depth of analysis (Charmaz, 2006; Corbin & Strauss, 2008). Using a constant
comparison method throughout the analytic process, including coding levels and analytic
memos, supports methodological rigor. The approach to analyzing the data must be
adequately recorded so outsiders can have a better understanding of the research process.
While I believe that other researchers would not necessarily come to the same
conclusions, due to the subjective nature of the research, it is important to be able to show
others how the theory was created and arrived at. In other words, the hope is to establish
credibility in terms of reflexive practice in how researchers bring meaning to the analysis
(Daly, 2007). This is done through a commitment to analytic memos that bring forth the
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researchers engagement with the data. Similarly, through openness in defining my biases
and “self of the researcher” I have already begun the process of sharing my lens. When
interacting with the data, two questions I will also continually ask myself and the data are
“could this be anything else?” and “what lens in influencing what I am seeing?”.
The second evaluation criterion is originality. Originality positions the grounded
theory within the larger context of the field, and triangulates the analysis with existing
knowledge. Triangulating data not only situates the analysis within the current
knowledge in the field (Denzin & Lincoln, 2008, p. 7), it also helps in determining if the
new theory has “fresh” (Charmaz, 2006, p. 182) categories and insights. Furthermore,
originality is evaluated by how well the grounded theory challenges, extends, or refines
current ideas, concepts and practices related to what happens when therapists and clients
shift from a “my” illness orientation to an “our” illness orientation.
Charmaz (2006) advocates that if the previous two criteria are well developed it
increases the quality of the remaining two criteria. Meaning, if credibility and originality
are well established, the research will also have resonance. If resonance is established,
the categories portray the fullness of the studied experience. In addition, the grounded
theory will make sense to participants or people who share similar circumstances. The
analysis offers participants, and those with similar experiences, deeper insights into their
lives, worlds, and relational processes. To address this criterion I intend to engage the
four additional therapists in one focus group after the data has gone through axial coding
in order to enhance the resonance of the emerging theory. If I find that the four therapists
do not agree with the emerging categories I will use their feedback to enhance the
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dimensions of the categories, which may mean adapting language and expanding
explanations.
Similarly I will be triangulating perspectives with my dissertation committee as a
way to enhance theory resonance. My committee chair is a couple and family therapist
and qualitative researcher with interests in gender and power, who is an expert in couples
therapy but does not work with this particular population. Two other committee
members are couple and family therapists who are experts in medical family therapy. My
last committee member is a male family therapist with interest in gender and power
processes in couples therapy and in clinical process overall. Each member was chosen
for his or her ability to strengthen and enhance the emerging theory through triangulation.
The final asset for enhancing resonance is engaging in this research as a team with
my research assistant. At this point I have not identified a research assistant but plan to
use their unique gender and power perspective to draw out a focused and reliable
emerging theory. The process of coding and categorizing codes will include an active
conversation where agreement and disagreement will be discussed so that the emerging
theory undergoes a constant process of refinement.
The last category to consider is the usefulness (Charmaz, 2006) or fit (Glaser &
Strauss, 1967) of the research. In essence, this criterion calls for analysis that people can
use in their everyday world. It must have general applicability (Glaser & Strauss, 1967),
and be understandable not only to researchers but to practitioners. The expectation is that
through the results of this grounded theory research, clinicians can gain practical insights
into couple relationships where illness orientations are particularly salient. The
implications of this practice model will provide therapists new ideas for improved clinical
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process and outcomes and will give evidence of the mechanisms of change that occur in
the moment-by-moment therapeutic process of couples shifting into a relational
orientation towards illness.

Limitations
Limitations to this study will include mainly methodological issues. For example,
only five intern therapists will be conducting sessions and I am one of the therapists.
Similarly, the sample size will be relatively small and is going to be conducted in one
transplantation clinic, therefore is limited in scope and generalizability. The results of
this study are also limited to couples therapy and do not consider what happens in therapy
with other types of caregiving relationships, such as a father – son or sibling relationship.
Another limitation is that for confidentiality and practical reasons, it will not be possible
to take the grounded theory back to the clients to see if they would agree with the
analysis. However, the hypothesized findings will be presented to the therapists
conducting the sessions as a way to increase trustworthiness by checking out the
resonance (Charmaz, 2006) of the emerging theory with the therapists who were present
in the actual sessions. This will increase trustworthiness by triangulating the analysis
with the therapists experience of their work with couples shifting into an “our”
orientation towards illness rather than rely solely on the analysis of the researchers.
Other limitations include the possibility that multiple illnesses may be present, for
example, a kidney patient may have a co-occurring illness of diabetes mellitus that they
have been struggling with for many years. Or a liver patient may have a co-occurring
substance addiction that compounds their experience of liver failure. Patients in our
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sample may have other co-occurring personal, interpersonal, and psychological
complications (i.e., family of origin issues resulting in attachment problems, experiences
of trauma and abuse, other significant losses, etc.) that impact the therapeutic process and
interpersonal patterns. This study will not adequately address the complexity of the
patients we see. Similarly, the results will not specify to what extent the shift to an “our”
orientation is unique to liver and kidney organ transplant patients as opposed to other
types of patients. The proposed study will not be following the couples after treatment
which limits the researchers ability to review the long-term effects of the couple therapy
treatment that focuses on their shift into a relational orientation of coping with their
illness. Thus, we cannot know how the treatment will affect their long-term experience
of illness. Finally, this study won’t directly address effectiveness of the shift to “our” in
helping partners better cope with the illness or address the socio-economic contexts that
may limit treatment or access to it.

51

CHAPTER FIVE
IMPLICATIONS

Although previous research has shown the benefits of communal coping and
health (e.g., Martire et al., 2010; Kayser et al., 2007; Fergus, 2011; Rohrbaugh et al.,
2012), the field is just beginning to research and develop practice models that enhance
chronically ill couples’ ability to shift to a relational orientation. Therefore the primary
goal in this study is to understand the moment-by-moment process of therapy (Pistrang &
Barker, 2005) that brings about relational orientations towards illness in the couple
relationship. This study has the potential to expand the existing knowledge base about
couple therapy practice for chronic illness. It also has the potential to extend the
outcome-based research by highlighting the mechanisms by which couples shift into an
“our” illness orientation. I will outline several ways in which this study may contribute
to the enhancement of therapists practice and implications for effectiveness studies.

Implications of a Practice Model
The results of this study will provide a model for working with one specific client
population, couples who are experiencing liver or kidney disease and transplant.
Although this is a specific clinical focus, process research will provide a model of how
clients and therapists work together in the moment-by-moment interaction of couple’s
therapy and may indicate various mechanisms of therapeutic change.

Gender & Power in Chronic Illness
The research on relationally oriented illness identity has suggested that future
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studies need to disentangle the influence of gender on caregiver and care receiver
dynamics as well as in couples’ communal coping (Martire et al., 2010; McDaniel &
Cole-Kelly, 2003; Revenson et al., 2005). In my interpretation of the data I will bring a
feminist lens, which will allow me to highlight specific gender and power processes
within the couple and therapeutic relationship that influence the transition to communal
coping, but have not been studied clinically. Not only will I highlight these processes but
I will identify interventions that attend to these interactions.

Toward Improved Clinical Outcomes
Developing a clinical model of moment-by-moment interaction will offer specific
processes and interventions for therapists (Friedlander, Heatherington, Johnson, &
Skowron, 1994) working with couples dealing with liver and kidney disease. The
knowledge gained from the model will immediately improve my personal clinical work
with patients, as I will be more able to see areas of success and areas in need of
improvement. Similarly, other therapists at the Loma Linda Transplant Institute will be
able to use the process model to shift immediate ways of working with couples. The
development of this grounded-theory model may also provide evidence to the transplant
healthcare team that couples who have encountered compliance issues or caregiver
challenges benefit from feminist-informed couples therapy. Finally, the results of this
study will add evidence to the transplantation literature that informs the other providers
who work with this specific population. For example, transplant social workers may use
our model to design a support group program for couples, or the transplant coordinator
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staff, encountering a difficult couple, may consult our results to find new ways of
interacting with the couple that will benefit all parties involved.

First Step for Future Research
Research literature on this topic has called for studies to show the mechanisms by
which couples are able to achieve relational orientation towards experiences of illness
(Lewis et al., 2006). I believe that this study will contribute to the outcome literature by
providing a grounded-theory practice model of how we at the Loma Linda
Transplantation Center are able to work with liver and kidney patients and their partners
to shift to an “our” illness orientation. This is the first step towards creating a body of
research that provides a relational practice model for further testing.

Conclusion
Overall, this study will provide interactional evidence of the clinical process of
couples shifting into a mutual process of relational orientation. The study will also
provide evidence of the unique processes of power that influence couples’ shift into a
“we”. There are immediate and long-term implications for these research results,
beginning with practical application to clinical work and the first steps toward
development of a specific body of communal coping process research. This research will
contribute to the body of literature directed toward improving treatment outcomes that
may have lasting effects on patient health outcomes and couple well-being (e.g., Martire
et al., 2010; Rohrbaugh et al., 2008; 2012; Shields et al., 2012).
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CHAPTER SIX
ILLNESS AS A RELATIONAL PROCESS: GROUNDED THEORY ANALYSIS
OF COUPLES THERAPY WITH LIVER PATIENTS AND THEIR SPOUSE

Abstract
Quantitative research has provided ample evidence that couples coping with
chronic illness from a relational orientation experience more positive outcomes than
couples that cope individually. In this grounded theory analysis we analyzed over 20
therapy videos of couples coping with liver disease (LD). Our results identified that (a)
autonomy discourse, (b) illness-related power, and (c) gendered power are barriers to
couples’ relational orientation towards illness. The findings detail how therapists
counterbalanced the impact of these barriers in order to help shift couples from individual
to relational coping. We provide implications for practitioners working with couples and
chronic illness, mainly, LD.
Keywords: Couple therapy, relational coping, gendered power, chronic illness,
clinical process research, Medical Family Therapy
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Introduction
In 2013, 133 million Americans reported having a chronic illness (Council, 2013)
making up about 45% of the total US population. As chronic illnesses and life spans
increase, family members take on responsibility for informal caregiving (Adelman,
Tmanova, Delgado, Dion, & Lachs, 2014; Caregiving, 2009). Couples often encounter
significant stressors that call for a reorganization of relational processes, particularly as
they relate primarily through caregiving and care receiving (Kayser, Watson, & Andrade,
2007). This is especially true for couples dealing with complex chronic conditions such
as end-stage liver disease and transplantation (Montagnese, Amato, Schiff, Facchini,
Angeli, Gatta, & Amodio, 2012). Thus this grounded theory analysis focuses on the
clinical processes that couples and therapists engage in to shift from an individual to a
relational orientation towards liver disease (LD).

Couples Coping with Liver Disease
End-stage LD is caused by chronic conditions such as Hepatitis C, fatty liver
disease, and alcohol liver cirrhosis. The main course of treatment for LD is organ
transplantation requiring that patient’s be placed on a wait list for an available liver.
Patients must satisfy biological and psychosocial criteria in order to be placed on the
organ allocation waiting list. One important requirement is that each patient has two
caregivers due to disease complications and decreases in physical and psychological
ability such as memory loss (Bolden & Wicks, 2010; Ekwall, Sivberg, & Hallberg, 2004;
Habib, Bond, & Heuman, 2001). Patients and partners live with an uncertain future as
they face the possibility of premature death (Morton, Tong, Howard, Snelling, &
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Webster, 2010). They also report depression, anxiety, and relational difficulties in
response to common illness related stressors such as liver failure and awaiting
transplantation (Bajaj et al., 2011; Harper, Wager, & Chacko, 2010; Morton et al., 2010).
Lifestyles shift dramatically when awaiting an organ transplant and the experience
with disease symptoms oftentimes occupying a large amount of time and energy due to
constant medical appointments, tests, and treatments. Patients experience loss of work,
change in roles, decreased energy, and increased pain and discomfort. Severe illness
symptoms include significant fluid retention and bloating known as ascites, as well as
mental impairment caused by toxins crossing the blood-brain barrier known as hepatic
encephalopathy (Brown et al., 2006). Encephalopathy impacts the patient’s quality of
life due to increased irritability, confusion, delirium, and inability to make decisions
based on mental fogginess (Montagnese et al., 2012; Rosenberg, Renvillard, & Hjerrild,
2013). As patients experience the effects of encephalopathy, the caregiving partners
report increased psychological, physical, social, and emotional burdens including time
spent caring for patients (Montagnese et al., 2012).

Caregiving Relationship
Onset and progression of LD varies and influences the caregiving relationship.
Consider the potential relational implications due to differences in etiology; one partner
with a diagnosis of alcohol cirrhosis of the liver misused alcohol for much of his
marriage while his wife constantly encouraged sobriety. Compare this to a patient
diagnosed with end-stage liver disease experiencing complications after giving birth and
received a contaminated blood transfusion containing the Hepatitis C virus. These
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etiological circumstances organize the ways couples initiate their caregiving relationship
(Rolland, 1994) and have implications for the ways couples cope with LD.
Caregiving relationships influence instrumental and psychosocial experiences of
the caregiving partner. Partners or family members often have to leave their work in
order to take on a full-time caregiving role, which frequently leads to financial hardships
and increases in caregiver depression (Bolden & Wicks, 2010). Family, friends, and
medical staff often overlook the needs of caregivers (Burwell et al., 2008), and as a
result, caregiving partners may feel their needs are unimportant (Dankoski & Pais, 2007).
These internalized messages are exacerbated by the caregivers’ gender.

Gender Implication of Caregiving Relationships
Heterosexual couples in caregiving relationships experience taken-for-granted
gender and power processes (Knudson-Martin, 2009, 2013; Parker, 2009). Within
heterosexual relationships, the social context of gendered power affords men hierarchical
power over women and is embedded in society at a structural level (Mahoney &
Knudson-Martin, 2009b). Gendered power imbalances lead to dissatisfaction in the
relationship and have implications for couples impacted by chronic illness (Lewis et al.,
2006; Revenson, Abraido-Lanza, Majerovitz, & Jordan, 2005), particularly when couples
are unable to adapt to new roles.
Inflexible gender roles often lead to additional distress for couples and can
potentially lead to separation or divorce (Cross et al., 2001). Research on relationship
abandonment indicates that husbands leave marriages at a higher rate when their wives
become ill (Glantz et al., 2009). Overall, women regardless of being the patient or
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caregiver, have significantly higher scores of depression, psychological distress, and
sexual dissatisfaction (Hagedoorn, Sanderman, Bolks, Tuinstra, & Coyne, 2008;
Revenson et al., 2005). In chronically ill couples, female patients experience the highest
levels of depression and lowest levels of well-being whereas male patients report the
lowest levels of depression and the highest levels of well-being (Revenson et al., 2005).
Overall, both male and female patients reported higher marital satisfaction than their
caregiving spouses (Revenson et al., 2005). The growing body of outcome research
suggests that there are gendered differences in the experience of being a patient and a
caregiver, and past researchers have suggested a need to distinguish the effects of illnessroles compared to gendered processes (e.g., Hagedoorn et al., 2008; Baker, Robertson, &
Connelly, 2010; Revenson et al., 2005).

Application of a Gender Perspective
Using a gendered power theoretical lens guides us to emphasize a model of
relationship equality (Mahoney & Knudson-Martin, 2009a) that promotes shared
emotional processes within couple relationships. In particular, couples in caregiving
relationships benefit from this lens because of the focus on emotional processes which
extend the traditional ideas of equality (shared tasks, equal pay, and so on) and involves
supporting couples’ development of shared relational responsibility, mutual vulnerability,
influence, and attunement (Knudson-Martin & Huenergardt, 2010). From this lens, we
are not concerned with which partner is more caring but “what conditions are necessary
for women and men to be caring” (Thompson, 1993, p. 559). Although illness may
incapacitate one partner from sharing functional tasks, a gender perspective raises
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awareness that each member is still responsible for maintaining mutual engagement in the
relationship.

Couple Therapy as Intervention
Couple oriented interventions appear to lead to significant benefits for couples
experiencing chronic illness. Overall, there is consensus among the literature that
shifting to an “our” or “we” orientation leads patients to develop positive health
behaviors (Lewis et al., 2006; Rohrbaugh et al., 2012) and correlates with relational
commitment (Scott et al., 2004; Skerrett, 2003), shared identity (Fergus, 2011), positive
emotional behavior (Bodenmann, 2005), long term coping (Skerrett, 1998), and effective
problem solving by relationship partners (Starks et al., 2010). Additionally, relational
orientation is associated with positive health outcomes for patients and intimate partners
coping with a variety of illnesses (Badr, Carmack, Kashy, Cristofanilli, & Revenson,
2010; Fergus, 2011; Kayser et al., 2007; Naaman, Radwan, & Johnson, 2009; Scott,
Halford, & Ward, 2004).
Helping couples reach a relational orientation towards their illness experience is
thus an important clinical goal for medical family therapists (MedFT) (e.g., McDaniel,
Hepworth & Doherty, 2013; Rolland, 1994; Weingarten, 2013). However, little is known
about the clinical processes involved. In order to amplify the evidence discovered
through the outcome research, we must also explore the moment-by-moment process in
couple interactions (Pistrang & Barker, 2005) as a way to reveal the mechanisms by
which couples shift from a “my” (individual) to an “our” (relational) illness orientation
within a MedFT context (Lewis et al., 2006).
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Method
We used a qualitative grounded theory design (Corbin & Strauss, 2008) to
examine couple therapy sessions with liver transplant patients and their partners. Our
goal was to identify the in-the-moment therapeutic processes that facilitated a shift in
couples’ relational orientation to the illness paying particular attention to gendered power
processes. We aligned with Charmaz’s (2006) approach to grounded theory emphasizing
the co-constructed processes of data creation, analysis, and interpretation. A gender and
power lens (Mahoney & Knudson-Martin, 2009a, 2009b) informed our focus,
understanding, and interpretation of the data (Charmaz, 2006; Daly, 2007; Mills, Bonner,
& Francis, 2006).

Sample Selection
Analysis was based on 25 videotapes of couple therapy sessions collected as part
of a larger project in which faculty and students in a marital and family therapy doctoral
program studied their own clinical process; thus the researchers were also the therapists
in this study. Each client couple gave consent to have the videos of their sessions
analyzed by the research team. The current analysis is part of a larger qualitative study of
couple therapy processes approved by the Loma Linda Internal Review Board (IRB).

Site
All therapy sessions analyzed were conducted at Loma Linda University
Transplantation Clinic, a clinical training site for doctoral level marriage and family
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therapy interns in the Loma Linda University School of Behavioral Health, Counseling
and Family Sciences Department.

Participants
Participants included six couples and the four therapists working with them. We
included between one and ten therapy sessions per couple in order to analyze progressive
shifts in relational orientation in sessions.

Clients
Clients were receiving therapeutic services as a supplemental part of treatment for
LD at Loma Linda Transplantation Institute in Loma Linda, California. Clients were
referred for a number of reasons related to their medical condition such as transplant
readiness, compliance, and/or relational challenges. Relational challenges were often
complicated by the manner in which LD developed. For instance, all but one of the
patients had LD due to a history of self-inflected harm related to years of substance abuse
and misuse. Clients were at various stages of their illness and therapeutic process.
Participants included three married couples (10-28 years) and three cohabiting couples in
committed relationships (3-18 years) and ranged in age from 35-60 (see table 1). The
racial identity of the couples included one Hispanic couple, two White couples, and three
inter-racial couples (White/Native American; Black/Creole; White/Hispanic).

62

Table 1
Demographics of couple participants.
Couple

Marital Status

Ethnicity

Sessions viewed

Patient: Female
Caregiver: Male

Cohabitating: 3 years

White

10

2

Patient: Female
Caregiver: Male

Married: 28 years

Native
American/White

3

3

Patient: Male
Caregiver: Female

Cohabitating: 3 years

Mexican American

4

4

Patient: Female
Caregiver: Male
Patient: Male
Caregiver: Female

1

5
6

Patient: Female
Caregiver: Male

Married: 10 years
Married: 14 years
Cohabiting: 18 years

White/Western
European
White/Mexican
American
Creole/African
American

3
1
2

Medical Family Therapists
Four female marriage and family therapy doctoral interns specializing in MedFT
conducted clinical sessions. Each used their own integrated family systems practice
model and all shared a sociocultural lens as a clinical emphasis with particular attention
to gendered power processes. This shared lens was emphasized in assessment of student
competencies, practicum classes, research groups, and overall coursework. Therapists
were consistent in their goal of shifting clients from a “my” to an “our” illness orientation
since all shared a supervisor that emphasized this goal as an important component to
working with couples and illness.
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Table 2
Clients and their corresponding therapists.
Therapist

Corresponding Couple

A

2&6

B

1

C

1

D

3, 4, & 5

Data Analysis
Our research team included one doctoral candidate, one second-year doctoral
student, and one advising professor. Analysis began as videos of sessions were collected
and viewed through our feminist-informed MedFT lens (McDaniel & Cole-Kelly, 2003;
Corbin & Strauss, 2008). Initially, session videos were analyzed to ensure that couple
issues related to LD were a primary element in the therapeutic encounter.
The first two authors then viewed selected session videos together and coded the
couple relational patterns paying attention to, (a) role of illness, (b) gendered power
construction, and (c) caregiver/receiver role. This gave us the opportunity to identify and
code couple relational patterns and what we observed therapists did in response. We paid
particular attention to what therapists did to help the couples relate to their LD as a “we”.
After coding the first ten videos together and lively discussion about emerging codes, we
analyzed each additional video individually and then compared codes. Throughout the
analytic process, the first author met with the advising professor to review codes and the
emerging theory. During these meetings she asked questions about the emerging theory
which led to refining categories and definitions.
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Line-by-Line Coding
We began with no predetermined codes. In the initial line-by-line coding of each
video, we labeled what appeared to be happening from a gendered power and relational
coping perspective. We focused especially on what the therapist did in response to the
processes that were inhibiting spousal reciprocation. As new interactions occurred we
compared them with previous codes; if an observation appeared similar, we named it the
same. If it appeared to be a new interaction, we created a new code.
For example, in a session with Couple One the therapist asked, “How are the two
of you going to decide about next steps,” which we coded as “therapist emphasizes
relational goal setting.” Likewise, in a session with Couple Three the therapist asked,
“Can two of you - as a couple - decide together how you would like to deal with this?”
We also coded this as “therapist emphasizes relational goal setting.” However, in a
different session with Couple One, the powerful male partner was instructed to continue
listening to his wife rather than disrupt her and respond defensively. The therapist said,
“…and then I’m going to let you respond in a different way, a way that reflects what you
have heard her say rather than your response to her.” We labeled this as “therapist
instructed new relational behavior for male partner.” We grouped similar codes together
to begin forming categories.

Axial Coding
We then proceeded to axial coding, and focused on identifying properties and
dimensions of the emerging categories (Charmaz, 2006; Strauss & Corbin, 1998) and
helped shape our preliminary understanding of how the categories conceptually fit
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together. For example, a larger category we labeled “barriers to ‘we’” began to reveal
three dimensions that we saw as disrupting the couples from having a relational
orientation towards illness. We named these “autonomy discourse,” “illness-related
power,” and “gendered power.”

Theory Development
Videos were coded and recoded until saturation was reached and no new themes
emerged from the data. Partner reciprocity emerged as a core category. Thus, we
identified therapist practices that help decrease the barriers to a relational orientation and
promote partner reciprocity: (a) emphasizing shared and relational processes, (b)
counterbalancing the illness-related power, and (c) intervening in the taken-for-granted
gendered power processes. Within each of these three main therapist practices we
identify a number of in-the-moment actions that are taken. For example, under the first
category of emphasizing shared and relational processes, therapist introduce relational
engagement as an alternative possibility, set relational goals, and emphasize the shared
process of LD.

Results: Intersection of Couples Context & Therapist Emphasis on
Reciprocity
Couples in this study experienced barriers to reciprocity due to the intersection of
three distinct contexts: the autonomy discourse, illness-related power, and gendered
power. Therapists engaged couples in processes to decrease the barriers to reciprocity
and open up equitable ways of engaging in their illness experiences. The results explain
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each barrier as it pertains to these particular couples and the subsequent therapist actions
that counteract the influence of the barrier.

Autonomy Discourse
The autonomy discourse privileges the individual through the promotion of self
and personal qualities. Couple Four was particularly aware of how these messages
impact relationships. The male partner commented that messages in Western culture tell
people “to be independent, to be your own person” which he expressed was not a “good
thing” for people who value relationships and connection.
Among several of the participant couples, the autonomy discourse is enhanced by
membership in twelve-step communities that emphasize independence and detachment
and discourage “codependence” and attachment. Couple One was significantly
embedded in twelve-step communities and therefore impacted by the idea that they
should detach from one another when they feel emotional reactivity. The female partner
expressed that when she feels as if she is “walking on egg shells” with her spouse she
must “detach from his emotions.” In this same couple, the husband described his need to
“detach” from his spouse and his ideas that he can only be in control of himself. Taken
alone, these examples may be seen as positive aspects of agency and autonomy. But they
lacked the nuance of also placing value on the relationship and potential for both
autonomy and reciprocation in their relational processes.
We also found that the medical model privileges the individual biological illness
and contributes to disconnection due to a focus on the ill person taking responsibility for
compliance and an emphasis on the disease. In Couple Two, we observed the patient
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adamantly express that she “needs to do this on [her] own” and “take responsibility
instead of relying on him.” This perspective appears to have been reinforced by the
healthcare team but seemed to block her from opening up to the shared process of finding
and keeping the caregiver support required to be listed for a transplant.

Therapists Counteract the Autonomy Discourse
Therapists counteract the autonomy discourse by (a) introducing relational
engagement as an alternative possibility, (b) setting relational goals, and (c) emphasizing
the shared process.

Introduce Relational Engagement as an Alternative
Possibility
When one or both partners appeared to be approaching illness individualistically,
therapists invited them to think more relationally. For example, therapists did this by
reflecting, “So you two don’t think as a couple” and “It seems like you are fighting
against each other rather than fighting the illness together.” Therapists then introduced
relational engagement by exploring new ways partners could engage with one another.
With Couple One, the therapist introduced an alternative and asked what it would be like
for the partners to “go to each other and tell what you’re really worried about instead of
waiting for the other to figure it out.” In addition, the therapist for Couple Two asked,
“how are we going to decide together to deal with the forgetfulness?”
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Therapists also verbalize, through a consciousness raising process, that illness is a
shared experience. For instance one therapist legitimizes the male caregiver’s experience
of staying connected to his wife’s illness even when he was away at work:
[to wife] Although you have the biological illness, I think your Husband
has an experience of the illness that is also valuable for us to get to know
and support. [to husband] So for you, when you are away, how will you
experience and be connected to her illness?
Another therapist draws attention to the relational impact of the illness by asking
the patient in Couple Six, “what about how your condition impacts the
relationship? What do you see your condition doing in your relationship?”

Therapist Sets Relational Goals
Therapists expand couple goals to include emphasis on shared and relational
processes. While working with Couple Two the therapist suggests that “one of the key
pieces seems to be the opportunity to figure out how to work together in all of this . . .
how you make decisions together, how you take steps forward, to identify a caregiver, or
whatever the issue or difficulty is, that you both face it together.” We also saw therapists
ask questions such as, “How are the two of you going to decide about the next steps?” to
emphasize shared decision making in setting goals.

Emphasizing the Shared Process
Therapists also emphasized relational processes through highlighting couples’
progress and attempts to be engaged as a “we.” We see one therapist reflect, “so through
this illness, in many ways you are working as a team even though you are not always
satisfied with the smoothness of your process.” The therapist working with Couple Four
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emphasized the intentionality in coming together to cope with the illness saying, “it
seems you are both intentional in working on being able to connect in your illness
experience.” Similarly, the therapist for Couple Four highlighted that the caregiver was
constantly considering his partner’s illness experience, reflecting, “her wellbeing is
always on your mind” which supported his emotional engagement in the illness.

Illness-Related Power
Power associated with illness for these couples included the biological impact of
end-stage LD as well as caregiver stress. Though there is a list of biological concerns,
these couples were particularly impacted by medication management and side effects
resulting in increased need for care, anxieties related to listing, and the presence of
encephalopathy. Specifically, two of the couples were chronically impacted by
encephalopathy which appeared to create a context where the patients experienced loss of
control, mistrust of caregiving partners, confusion, and rigidity. A parallel experience for
the caregiving partners was anxiety about their engagement, worrying if what they were
doing was “good enough”, and feeling helpless to provide care and support to their loved
one. These processes left the patients and caregivers feeling unsure how to receive
mutual understanding and support.
Illness-related power often included the caregiving partners’ feeling unworthy of
care because they “are not the one with the illness.” This tended to impede the
caregiving partners’ ability to receive emotional care from their partners. The patients
also seemed to experience loss of role and meaning when they were unable to provide
emotional care to their caregivers. One patient commented about this loss when she
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identified feeling as if her partner and friends were no longer coming to her with their
personal struggles. She described this as a process where people were deciding for her
what she could handle emotionally. Her overall sentiment was that some of her personal
value and identity was being taken away as she “loves to be there for her friends and
family when they are in need.” These experiences posed additional stressors on the
couple relationship which were exacerbated by feelings of uncertainty and powerlessness.
Such stress impacts each partners’ ability to receive support from, attune to, and
be influenced by each other. Couple Two experienced significant fear regarding the
patient’s status on the organ recipient list. Sharing about this fear, the caregiving partner
shared, “all we hear is negative stuff, like you can’t get on the list because of this or that”
which reflected his sense of powerlessness and lead him to speculate about her lack of
listing, “maybe it’s because she told them she used to drink, or maybe it’s because she
isn’t complying with her medication…”. Rather than attuning to her partners fears, the
patient experienced this as blaming causing a defensive response where both partners felt
alone and at odds. In contrast, the caregiver in Couple One was influenced by stress and
uncertainty which compelled him to ignore his partner’s preferences for her treatment and
interactions with her medical team.

Therapists Attend to the Illness-Related Power
In response to the illness-related power therapists, (a) elevated caregiving
partners’ needs for emotional care, (b) acknowledged power of the illness on couple
relationship, and (c) emphasized the impact of stress on their relationship. Therapists use
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their position and leadership to bring attention to the illness processes and expand new
possibilities for couple engagement with the illness.

Therapists Elevate Caregiving Partners’ Need for
Emotional Care
Therapists consistently emphasized caregivers’ experiences of the illness and
elicited reciprocal emotional caring from patients. This was demonstrated in all therapy
videos regardless of the couples’ gender construction and appeared valuable to facilitate
reciprocal processes and to counterbalance one-sided caring. One therapist asked the
patient in Couple Two, “What do you think are your husband’s fears about the illness?”
The therapist then facilitated a process where the husband could tolerate receiving
emotional caring from his ill wife by inviting him to reflect on what makes it difficult for
him to hear his wife’s care and concern for his experience. In Couple Three, the
therapist emphasized the importance of the patient attuning to “[caregiver] experience”
with the illness. It led to negotiating the responsibility of caring for the patient as a way
to combat caregiver fatigue and meet caregiver needs by equally engaging both
experiences.

Therapist Acknowledges Power of the Illness on
Spousal Relationship
Acknowledging the power of the illness on the relationship aligns the spouses as
partners in finding ways to deal with an illness as a “we.” In one instance we see a
therapist highlight the illness power by experientially reflecting the way it may be
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impacting the male caregiver’s support of wife through the effects of encephalopathy, “I
would feel torn and in a bind wondering if I should correct her or make her aware of her
confusion. What does it feel like for you, when you are faced with her confusion?” This
therapist emphasized the couple’s shared struggle with the impact of encephalopathy on
their lives “at times [ill wife] it is hard to know what is happening in the world around
you, and [husband] knowing her confusion is a part of her illness is helpful for you to
experience patience when you are challenged as a result of encephalopathy.” Due to
increased challenges to difficult life experiences, therapists highlight the couple’s
combined effort to make changes, “I wonder if some of these things feel harder because
you are both having to deal with these difficulties while this illness takes such a central
place in your life.”
Power related to the illness was also seen influencing the organization of the
couple and family unit. For instance in Couple Six, the patient did not monitor her
medication well. The illness thus created a context where the male caregiver felt he had
no choice but to switch his work schedule in order to be at home with his partner. The
therapist pointed out that the power of the illness is “really shaping the way you decide
about work and organizes your position as caregiver.” This organizing power also
impacted the patient’s experience of guilt. The therapist voiced this saying,
It seems as if your husband’s change in work schedule, as a response to
your difficulty with medication, is bringing you increased guilt. The guilt
seems to be influencing your disengagement with managing your illness
alongside your caregiving partner. The illness certainly has a lot of power
here.
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Therapist Emphasizes Relational Impact of Stress
The final aspect of therapist attention to illness-related power is to emphasize the
relational impact of stress due to uncertainty and powerlessness about the transplant
process. In response to a male caregiver’s fears, the therapist provided clarity about the
process by highlighting that “this is a long process and some people have to wait many
years while they are on the list.” The therapist was also indirectly able to remove the
blame placed on the wife by the husband due to her lack of compliance. In doing so the
therapist externalized stressors so that the couple, as a team, was able to choose ways to
deal with illness-related stressors. Similarly, one therapist worked with an ill patient to
expand her understanding of the challenges of her experience with the illness created
difficulties in receiving care from caregivers that “may not be sure what to do with the
illness.” The therapist then invites the patient and her spouse to take time to “get to know
the illness” so that the stress and uncertainty has less power over them.

Gendered Power
Gendered power contexts also account for decreased reciprocity due to taken-forgranted processes present in couple relationships struggling with illness-related roles.
Female partners, regardless of patient or caregiver status, often subordinate their needs
and preferences to prioritize their male partners’ needs. One female caregiver stated,
“The only way I can have a better relationship is if his needs are met first,” feeling as
though he was entitled to overlook her needs. On the other hand, a female patient
explained that her husband “wants me to agree with him,” which she experienced as not
having a mutual valued voice in their relationship. Female partners also describe
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processes where they hold the majority of the responsibility for accommodating to their
male partner. One female patient described a process of “walking on egg shells”
depending on her partner’s mood.
The male partners expressed taken-for-granted gendered privilege through
processes such as action oriented problem solving, evading partners’ emotional needs,
and expecting attention without the need for reciprocal care processes. One male
caregiver minimized his partner’s engagement with healthcare providers and preferred his
own way of being “assertive”, in order to “get the job done,” and felt he was “used to
being in charge.” His action orientation is privileged in society and in the medical model,
which in turn marginalizes his spouse’s less-assertive way of engaging with healthcare
contexts. Similarly, male partners dismiss the importance of their own and their partners’
emotions. One example of this is when one male caregiver commented that his spouse is
“just sensitive” when the therapist inquired about what he heard in his wife’s experience
of their relationship.

Therapist Leadership Counterbalances Taken-forGranted Power Processes
In-the-moment therapeutic engagement aimed at counterbalancing the gendered
power processes. This involved being aware of the potential for gendered power in the
relationship and using therapist position to intervene in the existing power structures.
Therapists seemed to be intentional in their efforts to attend to the power processes within
the couple relationship. They seemed particularly sensitized to the processes of (a)
intervening in taken-for-granted female processes to elevate their experiences, (b) raising
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consciousness about male partners’ privileged processes, (c) inviting male partners into
new behaviors, and (d) supporting male vulnerability and attunement.

Therapists Intervene in Taken-For-Granted Female
Processes
Therapists counterbalance male power by intentionally counteracting taken-forgranted dominance in session by providing more space for female experiences. For
example, one therapist draws a female patient back to explore her unique experiences
saying, “I would like to go back to what you were just saying about how it feels for you
to be put on the list.” In another instance, the therapist stopped the male caregiver from
continuing to speak saying, “hang on one second” and refocusing on the female patient’s
experiences with, “Where are you at? Something is going on for you and I want to hear
from you.” The intervention emphasized and punctuated her experience and provided a
model of attending to the female patient. This focus provided the male caregiver an
opportunity to attend to her needs in the moment by getting up to get her tissue. He also
refrains from interjecting and becomes attentive and responsive to his wife’s experience.
Another therapist validated the female patient’s need for support which was often
side tracked by her fears about sharing her experiences with her husband by reflecting
that this was “because you are worried that he may not be able to handle your feelings in
a way that will feel helpful.” In addition to naming her minimized experience, the
therapist also validated her attunement to her husband “it seems that your fearfulness
comes from your awareness of his desire for you to feel better and positive.” In a
following session, the therapist re-emphasized the female patient’s desire to feel
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connected to her spouse by reflecting to him that, “your wife is inviting you into her
process . . . she is asking you to come with her, not to fix it, but to be with her as she
finds her way out.”
Therapists are also seen emphasizing the female partners’ relational orientation as
a legitimate way to engage with one another. For example, when Couple Three described
a recent experience around their preparation for a phone call to his physician, the
therapist explored the relational approach of the female caregiver asking, “what do you
think drives your being willing to accept his input?” The female partner responded,
“because we are a couple, that is what couples are supposed to do.” Then the therapist
highlighted that the female caregiver described a “reciprocal give and take” process
driven by her “commitment to the relationship”. The therapist then emphasized, “This is
another example of how much you like taking care of him and are devoted to his care.”
Therapists then voiced prominent female discourses that were taken-for-granted
in the relationship. For example, one therapist reflected that “as a female in a lot of ways
it is expected that you overthink his reactions, actions, or needs,” which acknowledges
the female caregivers work and responsibility to be attuned to male patient needs.
Therapists also make visible the work that women put into attending to the relationship.
In response to a female patient expressing empathy towards her caregiving husbands
“gruffness” the therapist states, “you have a lot of understanding of him, I wonder, does
he make the same efforts to have that kind of understanding of you?” Therapists also call
attention to female partners’ inability to influence their spouse. One therapist had been
listening to a male caregiver problem solving about the couples living situation. He
tended to make decisions without inviting her perspective so the therapist asked “so you

77

[male caregiver] already have a plan, but is this in support of your partner? How will you
both decide to handle this?”
In response to a pattern where male partners discount their female partner’s
perspective, therapists are seen intentionally privileging the female position and
supporting the male in adopting her recommendation. One example of this was in a
session with Couple One when the therapist said, “In this really serious condition, maybe
using more of your internal process, like your wife suggested, could be helpful.”
Similarly, therapists expanded the female perspective as a way to engage the male
partner’s understanding and empathy. One therapist did this by saying,
I suspect what [female caregiver] is saying is that ‘I would be more happy
if he would wait, or if he would respect that I am busy, and that I want him
to understand that he can trust me to attend to his needs but not at the
expense of me’.

In subsequent sessions this therapist continued to expand the female perspective in order
to elicit his attunement. For example, the therapist named implicit messages within the
male patient’s experience of the talkativeness of his caregiver, “It is as if you are saying
that when she talks and talks and talks that she is a bad person.” Then the therapist
counterbalanced his label of her by reflecting the female caregiver’s emotional process,
“and really when she is talking, it is expressing her anxiousness and is making you more
angry, as opposed to having an understanding of her anxiety.”

Therapists Directly Raise Consciousness about the
Male Partner’s Privileged Processes
Raising consciousness about the invisible male power in the relationship happens
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by therapists highlighting male privilege in the relational/experiential contexts.
Therapists do this through asking questions related to mutual accommodation. For
example, in Couple Three, the male patient, who holds significant power in the
relationship, was challenged to consider how he would respond to his partner if she had
the illness and he was taking care of her; “Would you be as attentive to her at night? Be
up and cooking in the middle of the night whenever she wanted?” the male partner
responded that he would like to do for her as she does for him, but that he fears he would
feel jealous and resentful if he had to be attentive to her every need. The therapist then
highlighted the imbalance of privileging his needs over his partners, “So for you it is
really important that you get your fair share of attention from her and that you’d get her
attention even if she had the illness rather than you.”
This therapist further challenged the male partner to work on his “tolerance of her
talking” rather than promoting his goal of getting the female partner to be quiet and not
anxious. Continuing to promote the male partner’s engagement in the relationship the
therapist asked, “Why does it have to be her? Why don’t you do something different?” In
addition to directing the interventions at the male partner, one therapist engaged the
female partner to reflect on her process in acquiescing power in the relationship “So you
are acquiescing to him in this relationship and it seems as if you don't have a lot of
control…” Raising consciousness about the taken-for-granted power processes allowed
each partner to examine their participation in maintaining the status quo and offered
choices in how they want to engage.
Therapists challenged male decision making power by asking the male partners if
they have considered their spouses as they make decisions or if they have talked with her
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about their plans and decisions, “Did you talk with [female patient] about these things
you are thinking about?” One therapist directly pointed out the male power related to
decision-making by saying, “It seems that you get to decide; you still threaten to kick her
out even if she doesn’t leave.”

Therapists Invite Male Partners into New Behaviors
Along with the direct interventions to raise consciousness about the taken-forgranted male power processes therapists also intervened by inviting male partners to
engage in new ways. Therapists asked male partners to take a position of listener. We
saw that as therapists directed the male partners to tune into their spouse’s experience, the
couple engaged in a more mutual process. One therapist facilitated this new relational
expectation by saying “I’m going to ask you these questions also, but let’s first continue
with listening to your wife,” and in a later session this therapist continued to highlight the
male caregiver’s new behavior as an attuned listener,
I see him working on trying a new position as a listener. Taking in what
you are saying . . . Right now I would like to continue having you share so
that he can continue to tune into you and your experience.

Therapists also gave men directives for ways to engage. We saw this prominently when a
therapist gave a directive for the male patient to engage in intimate touch with his
caregiver. The therapist said, “I’m going to prescribe you something, if it is acceptable to
you both, I am going to prescribe that you give her a hug once every day.”

Therapists Support Male in Mutual Engagement
Therapists provided opportunities to support men in engaging with their partners in
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vulnerable and mutual ways. Eliciting male partners’ feelings was one way this
happened. One therapist asked the male patient, “So before the anger, I need you to get
somewhere deeper with me, what goes on before the frustration and anger?” Sometimes
therapists modeled vulnerability for male partners who seemed unfamiliar with sharing
their vulnerable feelings. One example is when a therapist asked about a husband’s
feelings when he spent times away from his wife. The husband began to respond in a
way that was rational and disconnected from feelings, so the therapist modeled
vulnerability through transparency,
For me I think I would find myself worrying and feeling like I was
missing out being there to support my loved one. That would be my
experience . . . if I were having to leave. Does that resonate with you? Or
do you feel something different?
In one of the cases, the male caregiver was often very attuned to his
partner who, as a result of her encephalopathy, would accuse him of inaccurate
behaviors. In order to support the caregiver’s already existing attunement, the
therapist acknowledged his work saying, “I imagine that it could be difficult
hearing all of these things your wife is saying and not being able to respond, I see
that you are comfortable just listening to where she is at.”

Discussion and Implications
This grounded theory analysis of couples experiencing LD and transplantation
identified clinical processes that led towards a relational orientation to illness. Although
previous research has shown that a relational approach to illness has health benefits (e.g.,
Martire et al., 2010; Rohrbaugh, Mehl, Shoham, Reilly, & Ewy, 2008; Rohrbaugh,
Shoham, Skoyen, Jensen, & Mehl, 2012; Shields et al., 2012), this study is the first to
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provide guidance on how to work with couples who are not coping well with liver illness
and maintains a specific focus on the presence and influence of power processes that
create barriers to a relational orientation. It is an important first step as it has provided a
frame to understand three contextual barriers (autonomy discourse, illness-related power,
and gendered power) and the clinical processes used to counteract them.

Autonomy Discourse: Therapists Counteract the Autonomy
Discourse
We found that taken-for-granted cultural beliefs about autonomy hindered
couples’ relational processes. Similar to existing literature, establishing awareness for
experiencing illness as a “we” became a first step when working with couples facing
illness (Wright, Watson, & Bell, 1996). Framing illness as a conjoint issue
“acknowledges physical and psychological burdens and includes the illness-related roles
of both partners” (Rolland, 1994, p. 241), giving couples the opportunity to be open to
sharing, listening, and supporting one another’s experiences of the illness (Penn, 2001;
Weingarten, 2013). In this process, couples experience empowerment and also become
allies in the illness, often leading to connection (McDaniel & Cole-Kelly, 2003).

Illness-Related Power: Therapists Attend to the Illness-related Power
Our results identified specific processes that were a result of illness-related power
and roles, a first step in disentangling the effects of patient/caregiver role versus
processes related to gender (Martire et al., 2010; McDaniel & Cole-Kelly, 2003;
Revenson et al., 2005). Caregivers, regardless of gender, expressed a need for emotional
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attunement from their partners, to which therapists responded to by creating space to
attend to this need. Research on caregivers tells us that this is a needed process in
therapy as caregiving is a trying experience, one that is often overlooked, which leads to
elevated levels of depression and unhealthy levels of stress (Bajaj et al., 2011; Bolkhir,
Loiselle, Evon, & Hayashi, 2007; Polenick & Martire, 2013).
Therapists in our study also brought attention to the influence of the illness on the
couple relationship and emphasized that the couple is in a shared process. Literature on
relational approaches to illness validates the importance of identifying the couple as a
team so that they can cope with the illness in shared or complementary ways. Based on
our results, therapists could find clinical value in (a) highlighting the illness power and
couples’ shared struggles, (b) externalizing illness stressors, (c) exploring each partners’
illness experience, and (d) inviting couples to get to know the illness together.

Gendered Power: Therapist Leadership Counterbalances Taken-forgranted Power Processes
Our findings promote attention to the gendered processes in couples therapy and a
focus on reciprocal processes in caregiving relationships. A developing body of research
reveals therapist processes that promote mutuality and reciprocity in therapy with couples
(e.g., Ward & Knudson-Martin, 2011; Parker, 2009). The practice implications in our
results coincide with existing literature and suggest that therapists first need to have an
awareness of gendered power processes. Therapists are also in a position to use their
professional influence to balance couples’ power processes. Therapists in our study were
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active to counterbalance the gendered power providing a number of suggested therapist
actions.
This was particularly unique for the therapists in our study because female
patients tended to experience subordination in their relationships, but also experienced
confusion and distorted reality due to encephalopathy. Attending to relational power was
intricate and nuanced when considering this unique intersection of illness-related effects
and gendered power. Often shifting with the ebb and flow of illness effects. For
example, when a female patient was experiencing in-the-moment confusion, therapists
were faced with making a clinical decision to identify the confused state while also
elevating or counterbalancing the female patient’s voice in the relationship.
Because female engagement is often marginalized and taken-for-granted
therapists ought to consider ways to elevate the female partner’s contribution to the
relationship. Therapists in our study accomplished this by (a) highlighting and validating
females’ emotional experiences, (b) naming females’ minimized experiences, (c)
legitimizing females’ preferred ways of engaging, (d) providing more space in the
clinical encounter for females’ voice, and (e) privileging females’ perspectives.
Our results also provide suggestions for therapists to counteract male power
processes. Raising consciousness about taken-for-granted male power can be
accomplished by asking male partners about their accommodation processes, when
related to illness a question such as “if the illness was in the opposite partner, how would
you accommodate?” Similarly, instead of putting the responsibility for change on the
female partner, therapists can challenge male partners to make relational
accommodations.
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Therapists may also consider ways to invite male partners into new relational
orientation. Therapists in our study used modeling through transparency, instructing a
specific type of listening position, and prescriptions of intimacy to assist male partners in
reciprocating relational engagement. Researchers suggest male partners that engaged in
their relationships heightened their relational satisfaction (e.g., Fergus, 2011; Revenson et
al., 2008). Therapists in our study supported male partners when talking with their
partners regardless of illness status and about illness, coping, and the relationship in order
to maximize health, well-being, and relationship satisfaction outcomes (e.g., Acitelli &
Badr, 2005; Fergus, 2011).

Limitations and Future Directions
This study focused on the qualitative, theory construction phase of a grounded
theory. The next step would typically involve task analysis and quantitative validation of
the model. Future research could develop more complex methods to gather data by
broadening to a mixed method design where clients and therapists answer questionnaires
about therapy over several time points in order to provide information about the
effectiveness of the practice model. By adding self-report we would be able to answer
other questions such as, “is the process model actually increasing couples relational
orientation towards illness?” and “is the couple maintaining these shifts overtime?”.
In addition, analyzed videos originated at one clinical site and focused on
heterosexual couples as well as provided data from female therapists. Future studies
could expand to include a variety of liver transplantation clinics, intentionally recruit
same-sex couples, as well as include data from male therapists doing this work. These
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results are specific to clinical practice; however, it would be wise for future research to
also address how to translate these findings to include collaboration with other healthcare
professionals.
This study focused on the couple processes related to coping with liver illness and
does not adequately address the complexity of the patients seen as they may have
multiple illnesses or other co-occurring personal, interpersonal, and psychological
complications (i.e., family of origin issues resulting in attachment problems, experiences
of trauma and abuse, significant losses, etc.) that impact the therapeutic process and
interpersonal patterns. Additionally, the couples studied were made up of predominantly
female patients and male caregiver, which may not offer adequate data about couples’
relational processes when the male partner is ill. It would be wise to expand future
research to include couples with male patients. Finally, the results do not specify to what
extent the shift to a relational orientation towards illness is unique to liver transplant
patients as opposed to other types of patients. Future studies should examine how this
model of therapy can be applied to couples coping with other types of chronic illness.
In connection with previous outcome research that identified benefits of relational
coping for couples facing chronic illness, our grounded theory identifies specific ways to
help couples that do not easily reach a relational coping orientation. Studying couple
therapy gave us the opportunity to identify intervention strategies that have the potential
to improve couples’ coping with chronic illness. Going forward, research on couple
coping processes would benefit from joining clinical process research and outcome
measures. This is an exciting direction for future research as a way to not only improve
couple relationships but to benefit health outcomes overall.
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CHAPTER SEVEN
DISCUSSION

This dissertation research developed a grounded theory about the process of
couple therapy to address couples’ shifts towards relational coping with liver disease.
This theory is unique in that it highlighted three central barriers to approaching illness
relationally and identified therapeutic processes focused on counterbalancing each
barrier. Our use of a gendered power lens (Mahoney & Knudson-Martin, 2009a)
impacted the way we understood the barriers and the therapists’ responses to them. This
lens enabled us to address a gap in literature regarding how to help couples that do not
easily orient towards relational coping when encountering chronic illness. It also
addressed a concern that ethical practice with couples includes attention to gendered
power processes (Leslie & Southard, 2009; Lyness & Lyness, 2007; Knudson-Martin &
Huenegardt, 2010).
Our grounded theory analysis disentangled the influence of autonomy discourse,
illness-related power, and gendered power processes. All were identified as barriers to
reciprocation, which is of particular importance to the existing literature on how couples
cope with illness. Our theory also explains the centrality of gender and illness in
organizing relational processes. This chapter addresses the findings’ theoretical
implications regarding autonomy, illness power, and gender equality in couple therapy
and suggests a specific approach to reciprocal caring among couples where illness is
present. The implications for CFT training and supervision will also be addressed, with
particular emphasis on application to couple therapy practice.
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Gender Equality in Couples Therapy
The study results identified distinct gendered processes that inhibited couples’
equitable engagement and challenged couples’ ability to cope with liver disease and
transplantation. Although previous theoretical literature has identified a number of
ethical implications of not attending to gendered power in couple therapy (Lyness &
Lyness, 2007; Leslie & Southard, 2009) it has not been expanded to couples therapy and
chronic illness. A natural extension to couples with chronic illness implies that gendered
power processes are a part of the dynamics that support or block reciprocal caring and
improved health behaviors.
Therapists’ awareness of potential gendered power appeared foundational in their
work to counteract it. They used their position in the therapy process to create space for
the less powerful partner and engage the more powerful partner in new behaviors to
support the relationship. Therapists in this study seemed particularly interested in
promoting reciprocal processes that advanced mutual emotional engagement. For
example, when a male caregiving partner was dismissing his role as emotional supporter
and elevating his functional caregiving, the therapist invited the female patient to share
which elements of his support was most valuable to her. This conversation is one
example of what we learned from therapists in our sample about the transformative
process of attending to taken-for-granted gendered processes in order to promote couples’
taking on a “we” approach to coping with liver illness.

Reciprocal Caregiving Relationships
Couples enter into a caregiving relationship when chronic illness, in our case liver
disease, becomes a part of their lives. The ill partner may experience disempowerment
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due to the quality and effects of the illness, but the ill partner also automatically gains
power in the relationship due to the way illness impacts the organization of the couple
system. Well partners gain power related to managerial roles (e.g., medication
management, uncompromised health) but often feel dismissed and overlooked (Adelman,
Tmanova, Delgado, Dion, & Lachs, 2014) in their relationship and in outside support
system. Studies on caregiver burden (e.g., Eriksson & Svedlund, 2005) help us
understand that the estrangement from engaging in a loving relationship is one of the
most difficult aspects of giving care.
Observing how therapists’ in our study worked to counterbalance illness-related
power enabled us to identify guidelines to address the organizing power of illness and
promote reciprocal caring. These guidelines center around shifting the definition of
caregiving to allow both partners to give and receive emotional care in an equitable
manner. This experientially-based information is a valuable contribution to previous
theoretical and quantitative literature on couples coping with chronic illness in that it
moves beyond physical caregiving to attend to psychosocial processes that facilitate
reciprocal coping. Reciprocity was particularly important for the couples in our study
because they often felt as if they were working hard to keep their fears, worries, and
emotions to themselves, and this created isolation and disconnection from one another.
Such independent and disconnected coping processes lead to partners feeling at odds with
one another, which has been shown to limit positive health behaviors in couples with
various types of chronic illnesses (Revenson et al., 2005; Hagedoorn et al., 2008). The
findings suggest the following guideline for training, supervision, and practice (see also
table 1).
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Table 1
Guidelines for training, supervision, and practice.
Autonomy Discourse
Training

Identify taken-for-granted Western cultural discourse of privileging
autonomy
Educate about Bio-medical model that privileges disease and individual
process and symptom reduction

Supervision

Bring attention to presence of autonomy discourse: “What types of
individual discourses may be impeding your couples desire or ability to
value relational processes?”
Inquire about the influence of Bio-medical model on the relationship: “Have
you noticed areas where the couple may be privileging the biological
processes? If so, what do you think that is connected to?”

Practice

Name the missing relational discourse: “It seems like you are fighting
against each other rather than fighting the illness together” or “Through
this illness, in many ways you are working as a team”
Emphasize illness effect on the relationship: “What do you see your
condition doing in your relationship?”
Set relational goals: “How you make decisions about the illness together”
Identify relational attempts: “It seems you are both intentional in working on
being able to connect in your illness experience. How have you been
successful in this endeavor?”
Illness-Related Power

Training

Focus on the unique biological effects of the particular chronic illness
Address models of caregiving

Supervision

Develop ways to talk about how supervisees understand the ways the illness
is influencing the couple. “how do you see the illness organizing couple
processes and experiences?” or “to what extent do you see the illness
impacting the couples ability to relate or cope?”
Expand the possibilities related to the various caregiving dynamics “to what
extent do you see the couple relating as caregiver/patient” or “what does
the care relationship look like?”

Practice

Highlight the illness power and the couples shared struggle, “this illness
seems to have a lot of power,” and “the illness seems to really shape the
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way you decide to schedule your work hours.”
Externalize the illness stressors
Explore each partners illness experience: “what do you think are your
husband’s fears about the illness?” and “How do you think your wife’s
guilt about needing care impacts her ability to receive care from you?”
Invite the couple to get to know the illness together
Gendered Power Processes
Training

Recognize taken-for-granted gendered processes
Teach models of relational equality

Supervision

Assess couples processes around gendered power: “how do partners
influence one another?” or “which partner accommodates more?”
Assess gendered processes prior to illness: “how does the couple describe
their engagement in the relationship prior to the illness?”
Brainstorm about ways supervisees can use their position to balance couples’
power processes

Practice

Highlight and validate the females’ emotional experiences
Name the females’ minimized experiences
Legitimize females’ preferred ways of engaging
Provide more space in the clinical encounter for females’ voice
Raise consciousness about taken-for-granted male power related to illness
such as: “if the illness was in the opposite partner, how would you
accommodate?”
Challenge male partners to make relational accommodations
Invite male partners into new relational behaviors: model through
transparency, instruct a specific type of listening position, or prescribe
intimacy to assist male partners in reciprocating relational engagement.

Training, Supervision, and Practice Implications
The study findings addressed the importance of employing practice techniques
that recognize and counterbalance (a) the influence of Western cultural values of
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autonomy, (b) illness-related power that organizes the couple system, and (c) the impact
of gendered power on couples processes. Training and supervision implications are also
discussed. Implications can also be extended to areas of collaboration with other
healthcare providers. For example, in order to provide more holistic and integrative
treatment, MedFTs could lead trainings for health professionals about the health benefits
of promoting reciprocal caregiving. The training implications, discussed below, apply to
healthcare providers as well as family therapists. Similarly, MedFTs’ and CFTs’
communication with providers about specific clinical cases, where an emphasis on
relational coping and reciprocal caregiving is particularly relevant, would provide an
opportunity for the healthcare team to support these goals.

Autonomy Discourse: Therapists Counteract the Autonomy
Discourse
We found that taken-for-granted cultural beliefs about autonomy hindered
couples’ relational processes. Similar to existing literature, we found that establishing
awareness for experiencing illness as a “we” was a first step when working with couples
facing illness (Wright, Watson, & Bell, 1996). Framing illness as a conjoint issue
“acknowledges physical and psychological burdens and includes the illness-related roles
of both partners” (Rolland, 1994, p. 241), giving couples the opportunity to be open to
sharing, listening, and supporting one another’s experiences of the illness (Penn, 2001;
Weingarten, 2013). In this process, couples experience empowerment and also become
allies in the illness, often leading to connection (McDaniel & Cole-Kelly, 2003).
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Training Implications
Because the results identify that the autonomy discourse impedes reciprocal
couple processes, training for CFTs working with couples facing a chronic illness would
benefit from education about how to identify the presence and influence of the autonomy
discourse. A first step in training is identifying that autonomy is privileged in Western
society due to the emphasis on individuality. Students may privilege the autonomy
discourse in their own lives and inadvertently perpetuate this discourse with their
couples. Training should include ways to identify the presence and influence of
autonomy on couple processes. Specifically, training for therapist treating couples with
liver disease might emphasize various ways that autonomy may be identified, for
example, the influence of a twelve-step community may further solidify the autonomy
discourse for these particular couples. Even further, students would benefit from training
on how to talk with patients and caregivers about the influence of the autonomy discourse
and the possibility of a relational discourse. Role-play and in-class activities that offered
various ways of languaging these types of conversations would be particularly helpful.
Similarly, training should include education about the potential impact of
traditional biomedical orientation. Biomedical models of focusing on disease and
symptom reduction are important for health and wellness. The focus on the patient is
invaluable for addressing chronic illness but may decrease opportunity for attending to
relational discourses or acknowledging that both members of the couple unit experience
illness. We saw the impact of this as caregiving partners in our study expressed feeling
as if their experience of the illness was less valuable because they lack the physical
manifestation of the disease.
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Students would benefit from learning the value of the existing biomedical
approach in order to effectively collaborate with medical providers on an
interdisciplinary team. Additionally, training students about how to effectively offer a
relational view of illness while maintaining collaborative relationships with medical
providers. Students should practice how to speak with providers about this different
perspective, which could happen through role-playing with classmates and the instructor.

Supervision Implications
Supervisors can reinforce the training discussed above by paying attention to how
their supervisees are talking about individual processes and being interested in how they
are privileging biological or experiential illness processes. Supervisors may find it useful
to ask questions such as “What types of individual discourses may be impeding your
couples desire or ability to value relational processes?” or “Have you noticed areas where
the couple may be privileging the biological processes? If so, what do you think that is
connected to?”

Practice Implications
The results of this study indicate that therapists can counteract couples’ processes
of privileging autonomy by introducing relational engagement as an alternative.
Therapists can bring attention to the lack in relational processes by simply naming the
missing process. For example, therapists might say, “It seems like you are fighting
against each other rather than fighting the illness together” and then explore new
possibilities of fighting the illness together. Therapists may also consider raising
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consciousness about how illness is shared by acknowledging each partners illness-related
experience. It is also suggested that therapists can utilize questions to emphasize the
illness’ effects on the relationship. For example asking, “what do you see your condition
doing in your relationship?” is a simple way to expose the couple to the relational impact
of illness.
Therapists should also assist couples in setting relational goals. Feminist
practitioners caution therapists to be sure goal setting is mutual and not organized around
the more powerful partner (Parker, 2009) and promote mutual connection through
engaging partners’ empathy (Knudson-Martin & Mahoney, 2005; Lyness & Lyness,
2007). Therapists’ awareness of the potential skewed power dynamics can help maintain
a reciprocal goal setting process that focuses on relational goals. One therapist in our
sample discussed relational goals in the following way, “one of the key pieces seems to
be the opportunity to figure out how to work together in all of this . . . how you make
decisions together, how you take steps forward, to identify a caregiver, or whatever the
issue or difficulty is, that you both face it together.”
Finally, it is important to build on present relational competence. When couples
show elements of relational coping therapists ought to be able to identify and validate the
processes in order to expand and build upon them. Some examples of this include “so
through this illness, in many ways you are working as a team even though you are not
always satisfied with the smoothness of your process.” Another therapist recognized a
couple’s intentionality in connecting about their illness experiences and said, “It seems
you are both intentional in working on being able to connect in your illness experience.
How have you been successful in this endeavor?” Of course, as practitioners it is
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invaluable to ensure that these statements are attuned to the unique couple context within
which they are working.

Illness-Related Power: Therapists Attend to the Illness-Related
Power
The study results identified specific processes that were a result of illness-related
power and roles, a first step in disentangling the effects of patient/caregiver role versus
processes related to gender (Martire et al., 2010; McDaniel & Cole-Kelly, 2003;
Revenson et al., 2005). Caregivers, regardless of gender, expressed a need for emotional
attunement to which therapists responded by creating space to attend to this need.
Research on caregivers tells us that this is a needed process in therapy as caregiving is a
trying experience, one that is often overlooked, which leads to elevated levels of
depression and unhealthy levels of stress (Bajaj et al., 2011; Bolkhir, Loiselle, Evon, &
Hayashi, 2007; Polenick & Martire, 2013). Therapists in our study bring attention to the
influence of the illness on the couple relationship and emphasize that the couple is in a
shared process. Literature on relational approaches to illness validates the importance of
identifying the couple as a team so that they can cope with the illness in shared or
complementary ways.

Training Implications
CFT’s working with couples and illness would benefit from learning about the
organizing power of illness on couple systems. For example, chronic illness organizes
the couple structure by creating a patient role and a caregiver role. Training should focus
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on the unique effects of the particular chronic illness. Liver disease, for example,
organizes the daily lives of the couples as schedules begin to focus on doctor
appointments and health-related scheduling. Patients and often spouses have to leave
work, leading to financial stress. LD side effects, such as encephalopathy, impact the
patients normal functioning. The therapists in our study seemed to have knowledge about
the biological effects of the illness, which allowed them to recognize times when
something like encephalopathy was present allowing them the opportunity to address its
impact on the couple during session. Similarly, therapists’ knowledge of the impact of
financial stress for couples facing LD allowed for deeper attunement to the couple
stressors and organizing role of illness.
Training should also include addressing various models of caregiving.
Traditionally, caregiving is thought of as a well person taking care of various tasks for an
ill person. However, caregiving relationships include a much more dynamic interaction of
both functional and emotional tasks. Patients’ processes of receiving care matters just as
much as well partners’ abilities to give care. Additionally, both partners are responsible
to relational caring, meaning that each partner can have a part of giving and receiving
emotional care. These are unique but essential aspects of caregiving relationships that are
often taken-for-granted and require intentional training.

Supervision Implications
Building on the training implications, supervisors should pay particular attention
to the way their supervisee is understanding the processes between the caregiver and
patient, for example, asking a supervisee “to what extent do you see the couple relating as
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caregiver/patient” or “what does the care relationship look like?” would be good places to
begin a conversation to support supervisees’ attending to caregiving dynamics.
Supervision can develop supervisees understanding of how illness is influencing
the couples’ ability to balance care and identify how the power of the illness is affecting
reciprocal caring. Specifically asking the supervisee “is the patient engaging in the
relationship in reciprocal ways? If not, what role do you think the illness plays in
blocking this type of engagement?” or “is the caregiving partner open to receiving care
from their ill partner?” would open up conversations that support the supervisees’
awareness of and intervention in balancing care.

Practice Implications
Based on our results, therapists could find clinical value in (a) highlighting the
illness power and the couples shared struggle, (b) externalizing the illness stressors, (c)
exploring each partners illness experience, and (d) inviting the couple to get to know the
illness together.
Therapists in our sample addressed these various aspects by statements such as
“this illness seems to have a lot of power,” and “the illness seems to really shape the way
you decide to schedule your work hours.” Therapists also asked patients and spouses to
attune to each others illness experiences. For example, “what do you think are your
husband’s fears about the illness?” and “How do you think your wife’s guilt about
needing care impacts her ability to receive care from you?”
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Gendered Power: Therapist Leadership Counterbalances Taken-forGranted Power Processes
Our findings promote attention to the gendered processes in couples therapy and a
focus on reciprocal processes in caregiving relationships. A developing body of research
reveals therapist processes that promote mutuality and reciprocity in therapy with couples
(e.g., Ward & Knudson-Martin, 2011; Parker, 2009).

Training Implications
Training implications coincide with existing literature that suggests therapists first
need to have an awareness of gendered power processes (e.g., Esmiol, Knudson-Martin,
& Delgado, 2012; Parker, 2009). It is necessary that training to do couples work includes
attention to gendered power processes. The initial awareness training should include
helping new therapists to be able to recognize taken-for-granted gendered processes, such
as subordinating the female voice and privileging male perspectives. Students should
also learn strategies to transform power imbalances and models that promote relational
equality (e.g., Knudson-Martin & Huenergardt, 2010). Strategies can include training
students about refraining from colluding with the more powerful partner (Lyness &
Lyness, 2007; Parker, 2009; Ward & Knudson-Martin, 2011) or practicing ways to talk
with couples about gendered power as a societal construct and its influence on their
relationship.

Supervision Implications
Supervisors ought to assist supervisees in assessing couples processes around
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gendered power. Asking questions such as, “how do partners influence one another?” or
“which partner accommodates more?” would be access the supervisee’s attention to
gendered power processes. Supervisors can also help their supervisees get a sense of
gendered processes prior to illness (Weingarten, 2013) by asking questions such as “how
does the couple describe their engagement in the relationship prior to the illness?”
Supervision is also a place to brainstorm about ways that supervisees can use their
position as therapist to help balance couples’ power processes. For example, supervisors
may suggest that their supervisee find an opportunity in session to emphasize and give
preference to the female partner’s perspective, if it tends to be minimized in the couple
dynamic.

Practice Implications
Therapists in our study actively counterbalanced the gendered power providing a
number of suggested therapist actions. Because female engagement is often marginalized
and taken-for-granted this study suggests that it is helpful for therapists to consider ways
to elevate the female partner’s contribution to the relationship. Therapists in our study
accomplished this by (a) highlighting and validating the females’ emotional experiences,
(b) naming the females’ minimized experiences, (c) legitimizing females’ preferred ways
of engaging, (d) providing more space in the clinical encounter for females’ voice, and
(e) privileging the female’s perspective.
Our results also provide suggestions for therapists in how to counteract male
power processes. Raising consciousness about taken-for-granted male power can be
accomplished by asking male partners about their accommodation processes, when
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related to illness a question such as “if the illness was in the opposite partner, how would
you accommodate?” Similarly, instead of putting the responsibility for change on the
female partner, therapists can challenge male partners to make relational
accommodations.
Therapists may also consider ways to invite male partners into new relational
behaviors. Therapists in our study used modeling through transparency, instructing a
specific type of listening position, and prescriptions of intimacy to assist male partners in
reciprocating relational engagement. Researchers suggest that couples in which male
partners engaged in their relationship marital satisfaction was heightened (e.g., Revenson
et al., 2008; Fergus, 2011). Therapists in our study supported male partners in talking
with their spouses (ill or well) about illness, coping, and the relationship.

Case Example
The following example is provided to help illustrate the practice implications of
attending to the three intersecting barriers to couple reciprocity and relational coping.
A couple was referred to therapy due to the transplant teams concern that the male
patient had increased medical non-compliance. The team was also concerned because his
wife was constantly calling the clinic for advice about how to help her increase her
husband’s compliance with medication. The couple presented with overwhelming
feelings of distress and disengagement, and reported increased conflict. To get a sense of
the organizing role of the illness the therapist invited the couple to share their illness
story, how long they had been dealing with the effects of liver disease, how the patient
had contracted liver disease, and how they had seen it impact their relationship.
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As the couple began telling their illness story, the male patient spoke over his
wife in order to emphasize his perspective as the patient. The therapist listened to the
patients perspective and asked, “how do you think your wife has experienced this
illness?” as a way to counterbalance the emphasis on his experience. The husband stated
that he was not sure what her experience was, but that he feels increasingly frustrated by
her “pushiness” with his medication. The therapist, working to expand the discourse to
include shared processes, invited the wife to share her experience of the illness. As she
shared about her struggles with giving care, and her experience of her new roles, her
husband responded by talking over and dismissing her experience, continuing to privilege
his own. The therapist, attuned to the potential taken-for-granted gendered processes,
acknowledged the struggle of hearing his wife’s experiences but suggested that he enter
into a listening position, free of any pressure to respond to his wife’s experiences and
instead, to have an opportunity to attune to her. The husband was coached through the
listening and attuning process, and invited to share what it was like to hear his wife’s
feelings.
In a following session the couple further described their struggle with medication
management. The therapist named their struggle by saying, “It seems like you are
fighting against one another rather than coming together to fight the illness, and
struggling to find a way to increase medication compliance together. What do you think
would help you come together in managing medication compliance?” The husband
responded, “She is too pushy. She needs to back off and let me take care of it.” The wife,
expressed feeling stuck and out of options, “if I don't insist he take his meds, he forgets or
sleeps through the time he needs to take them. I don’t know what else to do but push and
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insist and demand.” The husband chimed in, “I’m not a child! I can take care of my own
medication.” The therapist then named the patient’s experience of adjusting to feeling
dependent on his wife, “You feel like you are being treated as a child, as if you have lost
a large amount of independence.” The husband responded, “yes… it has been really hard
to feel dependent on her, even if she wants to take care of me.” Inviting the wife to
validate her husband’s vulnerability, the therapist asked, “Have you heard your husband
share what it is like for him to lose independence? What is it like for you to hear this
from him?” The wife expressed a desire to know these feelings from her husband and
shared, “I don’t want to push you, I’m just scared that if you don’t take your medication
everyday you will die.”
Further supporting this exchange of vulnerability, the therapist emphasized their
emotional processes, “so, for you [husband], it seems as if you are adjusting to feeling
dependent on your wife, and for you [wife], you are fearful that he will die in the process
to receive a transplant if he doesn't take his medication. And, rather than coming together
to support each other’s fears, it has been easier to push away from each other.” Both
partners agreed and the husband reached out to hold his wife’s hand showing a physical
sign of connection and support. The therapist then re-emphasized shared decisionmaking and asked, “Do you have any ideas now about how you would like to work on
managing the medication together?” The couple responded by brainstorming ways to
support the husbands desire to feel independent and ease the wife’s fear about
compliance. The wife suggested using synced cell phone alarms to initiate taking
medication at directed times and her husband agreed that this plan would be good to try
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so that he was able to feel in charge of following through with taking the medication, and
his wife would be confident that he knew when and what to take.

Limitations and Future Directions
This research further emphasizes the value of clinicians working from a
biopsychosocial frame (Engel, 1977). The study accomplished this by identifying the
unique contributions from biological, psychological, and social processes and attunement
to how they intersect and influence each other. Additionally, our results provide
implications for a practice model that attends to the organizing role of illness, and
relational processes that promote caregiving relationships that are reciprocal and mutual.
This study focused on the qualitative, theory construction phase of a grounded
theory. The next step would typically involve task analysis and quantitative validation of
the model. Study methods could develop more complex ways to gather data by
broadening to a mixed method design where clients and therapists answer questionnaires
about the therapy over several time points in order to provide information about the
effectiveness of the practice model. By adding a self-report method we would be able to
identify if couples were identifying higher levels of relational coping as a result of the
treatment, and if the treatment has lasting impact of their relational coping with liver
illness. In addition, analyzed videos originated at one clinical site, with heterosexual
couples, and provided data from female therapists. Future studies could expand to
include a variety of liver transplantation clinics, be intentional to include same-sex
couples, and data from male therapists.
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This study focused on the couple processes related to coping with liver illness and
does not adequately address the complexity of the patients seen as they may have
multiple illnesses or other co-occurring personal, interpersonal, and psychological
complications (i.e., family of origin issues resulting in attachment problems, experiences
of trauma and abuse, other significant losses, etc.) that impact the therapeutic process and
interpersonal patterns. Our study raises questions related to other complexities, for
example we wonder about therapists pursuit of reciprocity with a couple where a male
patient’s self injurious behavior of substance use lead to his liver disease, and the female
caregiving partner’s experience of subsequent abuse and resentment due to the previous
context of the relationship. The results do not specify to what extent the shift to a
relational orientation towards illness is unique to liver transplant patients as opposed to
other types of patients. Future studies should examine how this model of therapy can be
applied to couples coping with other types of chronic illness.
Studying couple therapy work gave us the opportunity to identify intervention
strategies that have the potential to improve couples’ coping with chronic illness. In
connection with previous outcome research that identified benefits of relational coping
for couples facing chronic illness, our grounded theory identifies specific ways to help
couples that do not easily reach a relational coping orientation. Going forward, research
on couple coping processes would benefit from joining clinical process research and
outcome measures. This is an exciting direction for future research as a way to not only
improve couple relationships with to benefit health outcomes overall.
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APPENDIX A
VIDEO CONSENT

Loma Linda University Transplantation Institute
Patient Consent To Participate In
Professional Or Academic Presentation*

PRESENTATION:
Presentation title, venue, topic, or description
AUTHOR/CO-AUTHOR:
Therapist’s name
Therapist’s name
From time to time therapist trainees and interns have the opportunity to make educational
presentations at state and national conferences about therapeutic, relational, or cutting
edge issues in marriage and family therapy. These presentations may consist of
discussions about the process of therapy, portions of therapy session transcripts, or
videotape clips. It is our expectation that such presentations will both help improve the
skills of mental health clinicians and therapists in training, and will also forward our
profession by the dissemination of helpful information.
Additionally, a graduate student requirement is to present a series of video clips of their
work with clients to classmates and faculty. This presentation, called a qualifying clinical
demonstration, or final case presentation, is held under the direct auspices of the faculty
in the Department of counseling and Family Science and occurs once during the student’s
course of study. You may be asked for permission to include a portion of videotape of
you and your therapist working together for this presentation.
The professional report named above may be performed only by using personal
information relating to your mental health treatment. National data protection regulations
give you the right to control the use and disclosure of your mental health information.
Therefore, by signing this form, you specifically authorize your mental health
information to be used or disclosed as described below.
Use of your personal information
The following personal information, considered “Protected Health Information” (PHI) is
needed to conduct this report and may include, but is not limited to: your reason for
seeking therapy services; course of treatment; discussion about your participation in
therapy. Additionally, PHI may be shared with individuals designated to assist in
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conducting this study as well as with accreditation bodies. PHI may also be reviewed to
ensure that the study meets legal and institutional standards.
Disclosure of your personal information
The main reason for sharing this information is to be able to analyze clinical processes
and present or publish the results to other mental health professionals. The results may be
presented in educational venues, professional conferences, or in publications. Although
information obtained from your mental health record will be disclosed in the publication,
we will not publish identifiers such as your name, address, telephone number or
government-issued identification number.
Safeguards to protect PHI
All media or printed matter containing any information pertaining to you shall be carried
in a locked briefcase to and from the presentation venue and will be in the possession of
the abovementioned presenter at all times. If video clips are used, only a portion of the
entire recorded session will be selected and transferred onto a CD or DVD for the
presentation. Your name, age, and other identifying information will be changed for the
presentation. An announcement will be made at the beginning of the presentation
requesting that if anyone recognizes individuals in the video to excuse themselves from
the presentation immediately.
Risks
Although every precaution will be taken to protect your PHI, risk of theft, destruction of
materials, or the possibility that someone at the presentation may recognize you, cannot
be entirely eliminated. We will do all in our power to protect your information while it is
transported and used at the chosen presentation venue. All privileged information will be
returned to the hospital immediately after the therapist returns from the presentation.
I hereby give authorization for the use or disclosure of my personal information for the
professional report based on my understanding of the following:
(please initial or designate N/A for each item below)
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_____ I understand that you may use my personal information to prepare this
report. The scope of the report, however, is limited to the case
description indicated above.
_____ I understand that the authorization to use my personal information to
conduct this report will expire at the end of the presentation or study.
However, I understand that following publication, full articles or
abstracts of or from the initial report may be published and continue
to be published for an indefinite period of time.
_____ I understand that this authorization does not authorize the use or
disclosure of personal information created or obtained after initial
publication.
_____ I understand that I do not need to sign this authorization in order to
receive health care.
_____ I understand that I may revoke this authorization at any time.
However, the revocation will not apply to information that has already
been released in response to this authorization.
_____ I agree that my personal mental health information may be used for:
student qualifying examination presentation
final case presentation
professional/educational conference presentation
future presentations and other educational purposes at dates
and times yet to be determined

_____ I have had the opportunity to ask questions about the purpose
and use of the presentation at which my PHI will be used.

___________________________________
Patient Name

________________________
Date & time

___________________________________
Patient Signature
___________________________________
Parent/Guardian Name
___________________________________
Parent/Guardian Signature
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________________________
Date & time

___________________________________
Staff Name

________________________
Date & time

___________________________________
Staff Signature

____________________________________
Student Name

_______________________
Date & time

____________________________________
Student Signature
___________________________________
Clinical Supervisor
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________________________
Date & time
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